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‘Sulphatriad’ has been clinically proven and is now widely accepted 
in general practice as the sulphonamide preparation of choice 
combining rapid absorption, good tissue distribution and marked 
therapeutic effect with a high degree of safety. 


‘SULPHATRIAD’ 


COMPOUND SULPHONAMIDES 
Available as 0°5 Gm. tablets and as a suspension 
Manufactured and distributed in South Africa 


® 


MAYBAKER (S.A.) (PTY.) LTD P.O. BOX 1130 - PORT ELIZABETH - Tel: 89011 (3 lines) 


Itisa safe 
practice — 


when ‘ Sulphatriad’ 
is in routine use 
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DEODORANT SOAP 


G. 11. = HEXACHLOROPHENE 


G.1L. is a chlorinated bisphenol described as 
Hexachlorophene which reduces the “resident” skin 
bacteria by as much as 95%. Washing regularly with 
Medisan will assist greatly in protection against infections 
and skin diseases. It is non-irritant and safe to use on the 
most delicate skin. Medisan Deodorant Soap containing 
G.1L., is a complexion soap and toilet soap in one. It does not 
stop healthy perspiration but controls odour-producing 
bacteria. It is recommended for use by Doctors, Nursing 
Staff, wherever food is manutactured and for everyday 
use in the home. 

Trade EnquiriesQUALITY PRODUCTS (PTY.) LTD. 
P.O. Box 16, JACOBS, NATAL. 


The necessity for the therapeutic evaluation 
of the polythionates followed the discovery that 
bactericidal and fungicidal effects, formerly attri- 
buted to elemental sulphur, were, in fact, a property 
of the polythionates; but stability in solution has, 
until now, proved the stumbling-block for research 
workers. 
Heinrich Wilhelm Ferdinand Wackenroder 1798 - 1854 The difficulty has at last been overcome and 
now, for the first time in this country, we present, 
in “ Dermasulf” a completely stable polythionate 


The March of Science 
-Polythionates 


chemistry ythionates, intimately of known composition 
with that of colloldal sulphur Medically and cosmetically 
» gees back to the able, Dermasulf is composed 

beginning of the nineteenth century when J. Dalton, the polythionic acids; HsS:Os (x is 
Manchester philosopher, investigated the reaction of hy- incipally 4 or 5) and their salts. 
drogen sulphide and sulphur dioxide in aqueous solution. iris available as a 34% solution. 

A considerable advance was made by Heinrich The polythionate content as tetra- 
Wilhelm Ferdinand Wackenroder, a professor of phar- 
macy in the University of Jena at a time when inorganic pone ‘chien. The pH is 
chemistry was little more than the handmaid of medicine 


approximately 3.4. 


and the arts. Dermasulfis available in 2 oz. 

In 1846 he first showed how to produce a solution bottles. A specimen and full litera- 
containing what we now know as polythionic acids, but ture will gladly be sent on request. 
free from colloidal sulphur. Since that time “* Wacken- 
roder’s solution” has fascinated and bewildered suc- DERMASULFEF 
ceeding generations of chemists by the complexity and 


variabili its composition—but also by its i ili A completely acceptable, stable solu- 
Oy tion of polythionates for the treat- 
ment of all dermatological conditions 
where sulphur is known to be of value. 


THE CROOKES LABORATORIES LIMITED - PARK ROYAL - LONDON N-W:10 
P.O. BOX 1573, JOHANNESBURG 
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In cases of infection or irritation of the urogenital 
tract, ‘ Pyridium’ by mouth has a direct local 
analgesic action on the urogenital mucosa, often 


within twenty minutes of the first dose. 


Distressing urinary symptoms such as scalding 
micturition, frequency, urgency, and strangury can 
be entirely allayed by ‘ Pyridium’ during 

the time that their cause is being investigated, 
without obscuring the pathology of the 

underlying state. Specific treatment may then 

be combined with, or replace, the 

symptomatic relief that has been so 

effectively given by ‘ Pyridium’. 


‘PYRIDIUM’ 


* Pyridium’ is the registered trade mark t a b l e ts 


of Nepera Chemical Co., Inc., successor 
to Pyridium Corporation, to designate Samples and literature on request 
its preparation of phenyl-azo-a-a+ 


diamino-pyridine hydrochloride 


M. & J. PHARMACEUTICALS (PTY.) LTD., DIESEL STREET, PORT ELIZABETH 
Associated with MENLEY & JAMES, LIMITED, London, England 
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“170, 000 HYPERTENSIVES 


It is estimated that there may well be this number of European Hypertensives in 
the Union. The number of African sufferers is unknown but the percentage will be 
high among the de-tribalised types, striving to adjust to the pace of modern industrial 
life in urban surroundings. Returning to the Europeans, there must be an average 
of about 28 Hypertensive subjects to every practising Doctor. If only one quarter 
present themselves for treatment you probably have at least half a dozen on your books. 


EACH ONE PRESENTS AN INDIVIDUAL PROBLEM, BUT EFFECTIVE THERAPY IS NOW 
SELECTIVELY AVAILABLE TO MEET THE PARTICULAR REQUIREMENTS OF EVERY CASE. 


Veriloid 


For positive hypotensive action orally or To replace oral veriloid where higher dosage 
parenterally. levels. are indicated or where side effect of 


nausea is present. 


Rauwiloid 


Mild, long-acting hypotensor with added calming and bradycardic action. 


Rauwiloid Rauwiloid 
Desloid Hexamethonium 


For positive hypotensive effect under direct Powerful, immediate active hypotensor where the 
control of clinician plus rauwolfia virtues in situation is judged to justify ganglionic blockade. 


Further information available from: 


RIKER LABORATORIES AFRICA (PTY.) LTD. P.O. Box 1355, Port Elizabeth 


LOS ANGELES LOUGHBOROUGH 
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B-P RIB-BACK 


is more than 
a name 


It is the hallmark of a fine surgical blade by any stan- 


dard, reflecting infinite capacity for attention to every 


detail of quality production. 


This means . . . uniform sharpness resulting in max- 


imum cutting performance for the surgeon . . . reduc- 


tion of time-consuming delays for the entire surgical 
g Y g B-P blades are now wrapped 


ithout oil i 
team . . . an investment in economy for the budget-wise ee ee eee 
rust-inhibiting package. No 
wiping is necessary before 
buyer. sterilisation. Unused blades 


in an open package may 
be rewropped — still pro- 


tected against corrosion 


ASK YOUR DEALER 


GURR SURGICAL INSTRUMENTS (PTY.) LTD. 


Harley Chambers, Kruis Street 
P.O. Box 1562, Johannesbura 
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RECKITT 


a marked improvement upon 


TAB. CODEIN. CO. B.P. 


Aspirin, phenacetin, codeine phosphate; there is no more 
familiar group of analgesic drugs. “Codis’ improves upon 
it. In Codis the ‘aspirin’ is soluble, as in ‘Disprin’, and 
rapidly forms a solution of palatable calcium aspirin. 

A Codis tablet placed uncrushed in water provides, in a few seconds, 
a solution of calcium aspirin and codeine phosphate, with phenacetin 


in fine suspension. 


The advantages of analgesic therapy with Codis are, rapid 
disintegration of the tablet in water with resulting greater 
ease of administration, and far less likelihood of intolerance 
by the patient. The chance of gastric irritation is minimised 
because there are no undissolved particles of aspirin. 


COMPOSITION: 


Each Codis tablet contains: Acid Acetylsalicyl. B.P. 4 grs., Phenacet. 
P.B. 4 ers., Codeine Phosph. B.P.0A25 grs., Cale. Carb. B.P. 1.2 
agrs., Acid. Cit. B.P. (Exsic) 0.4 ars. 


Codis is not advertised to the public. 


COLMAN (AFRICA) . 1o97, 
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simple treatment 
in infant diarrhoea | quick relief 


nutritional support 


Casec is strikingly effective in the management of 
infant diarrhoea and colic. Relief from loose and frequent 
stools is prompt in the great majority of cases when 
feedings are supplemented with Casec. At the same 
time, Casec effectively prevents protein depletion. 

Casec (calcium caseinate) is a rich source of protein 
(88%) and supplies generous amounts of calcium. 


SIMPLE TREATMENT FOR DIARRHGA 

Bottle-fed infants: 4 tablespoons of Casec added to regular 
formula. Continue until stools are normal for 3 days. 
Breast-fed infants: 2 tablespoons of Casec to 6 ounces of 
water. Feed } to 1 ounce before each breast feeding until 
stools are normal for 3 days. 


Casec 


MEAD JOHNSON & COMPANY 


Trade Enquiries: JOHNSON & JOHNSON (PTY.) LTD. 
BOX 727. EAST LONDON 


Please Support Our Advertisers — Ondersteun Asseblief Ons Adverteerders 


vii 4 

ty 
| 
pCasec MEAD 
a 
| 


S.A. MEDICAL JOURNAL 


18 September 1954 


case ; increased to 2 to 3 in 
exceptionally severe cases. 


~ , Pyridoxine—for fatty acid and protein 
ene tw three days” Che Use of metabolism, maintenance of nerve function 


Safeguarding 
a birthright 


Sole Distributors: ETHICAL PRODUCTS (PTY.) LTD. 
(Ethical Division Johnson & Johnson (Pty.) Led.), 
P.O. Box 727, 


Bright and early 


Neloxt 
Rapid and prolonged relief 


for your pregnant patients with 
nausea and vomiting 


Since the problem is complex, NIDOXITAL provides 
five effective agents for full-range therapeutic 

and prophylactic action : 

Benzocaine—to diminish gastric excitability 
Nicotinamide—to reduce excessive peristalsis 
Pentobarbita!l sodium—to depress central excitability 
di-Methionine—to support normal liver function 


and erythropoiesis. 


C Madde. CREAM 


used during the last trimester ot 
—keeps nipples pliable and resilient ; useful 
in massaging out flat or inverted nipples. 


used after each nursing—helps prevent 
tender nipples, fissures, abrasions 

and mastitis. Hastens healing and reduces 
risk of breast infection. 


easily applied by the mother—readily 
absorbed and non-toxic to both mother and 
infant ; does not interfere with nursing. 
MASSE contain: : 


9-amino acridine 0.0695 % and allantoin 
2% in a cream base. In tubes of | oz. 


LITERATURE AND SAMPLE ON REQUEST 


Ortho Pharmaceutical Limited 


ENGLAND 
Makers of Gynaecic Pharmaceuticals 


East London 


CEPAC-3901-SCW 


viii 
Se 
of 12 and 20 capsules. = Ne 
Dosage : One capsule 30 to 45 Wa 
minutes before meals in the usual 1 
LITERATURE AND SAMPLE ON REQUEST Kel 


S.A. TYDSKRIF vIR GENEESKUNDE 


18 September 1954 


An eminently suitable in- 
‘ stallation -for a Missionary 
Hospital or a Country 
Practice. 


vn 


For all normal radiographic procedures this new installation 
gives extremely good results with speed and at reasonable cost. 
The attractive T.100 hand-tilted table can be adjusted in an 
instant for over or undertable radiography, screening, or 
teleradiography. 

The Roentgen 100 Generator will energise a stationary or 
rotating anode tube and can be used also for superficial 
therapy. 

Details of this or of other Watson X-ray equipment as used 
in hospitals throughout the world will gladly be sent to you 
on request. 


WA T S O N & S O N S (ELECTRO-MEDICAL) LTD. 


Represented in South Africa and the Rhodesias by: 


THE BRITISH GENERAL ELECTRIC CO. (PTY.) LTD. 
THE BRITISH GENERAL ELECTRIC CO. OF CENTRAL AFRICA LTD. 


Box 1070, Bulawaye Representing Box 845, Salisbury 


\ THE GENERAL ELECTRIC CO. LTD. OF ENGLAND 


Please Support Our Advertisers — Ondersteun Asseblief Ons Adverteerders 
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PHEVITAN 


does 
double 
duty... 


TWE SEDATION IS IN THE SUGAR COATING 


These tablets, 


consisting of our 


well known Petervite B Formula, 
plus Phenobarbitone, provide the 
benefits of the Vitamin B Com- 
plex supplementation os well as 
Phenoborbitone, which exerts the 


sedation required 
complaining of 


for patients 
nervousness, 


fatigue and anorexic 
In PHEVITAN, we have departed 


from the normal 


method of 


manufacture by the inclusion of 


the Phenobarbitone 
coating By this 
administering the 
patient will 


rece've 


in the sugar- 

method of 
sedation, the 
immed ate 


benefit and a feeling of euphoria 


P.O. Box 38 113, 


CAPE TOWN 


PETERSEN'S 
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is the result. 


nervous patients. 

The formula: Each tablet con- 
tains: Vitamin B,, 2 Mgm.; Vito- 
min Bz, 1.5 Mgm.; Vitamin Be, 
0.25 Mgm.; Nicotinamide, 20 
Mgm.; Calc. Pantotherate, 2.5 
Mgm.; and Phenobarbitone, } Gr. 


The dosage 


meals and at bedtime 
the bedtime dose may be in- 
tablets for 
several evenings until the daytime 
taken effect. 
PrEViiAN TABLETS are supplied 
100’s and 500's 
40's — 4/6, 


creasei to 
dosage has 


in: 40's, 
to the patient 


three 


This is so vital in 


One tablet before 
If desired, 


— 9/6, 500s — 42/6. 
Manufactured in South Africa by 


STANDARDISED 


PETERSEN LTD 


Established 1842 


Umbilo Road 
DURBAN 


P.O. Box 2238 
SALISBURY 


P.O. Box 5785 
JOHANNESBURG 


P. 31. 
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VALUABLE 
BOOK FREE! 


ARE YOU PREPARING FOR ANY MEDICAL, 
SURGICAL, of OENTAL EXAMINATION? 


Send Coupon 


below for ovr valuable publication 


**GUIDE TO MEDICAL EXAMINATIONS”’ 


PRINCIPAL CONTENTS 


The Examinations of the Conjoint 


Boord. 
The MB. and M.D. Degrees of all British Universities. 


How to poss the F.2.C.S. Exam. 
The MS. Lond. and other Higher 
The M.R.C.P. London. 


The D.P.H. and how to obtain it. 
The Diploma in Anaesthetics. 


The Diploma in Psychological Medicine. 


The Diploma in Ophtelmology. 
The Diplomas in 
Diplema in Radiolog 

The 0.2.C.0.G. a M.8.C.0.G. 
The Dipiome in Child Health. 
Coaching also for all South African 


Med is 


De not fail to get o copy of > Book before commencing pre- 


paration for any E 


velvebie information. Dental 


MEDICAL CORRESPONDENCE COLLEGE 
Covendi Squere, 


19 Welbeck Street, 
send me copy of your 


SEND FOR YOUR COPY NOW! 


lerge emovunt of 


in special Dental Guide. 


“Guide to 


w.l. 
Medical Exami- 


Price 
100's 


Virol 


FOR INFANTS, CHILDREN 
AND INVALIDS 


VIROL is a concentrated and scientifically blended 
supplementary food of high nutritional value; it is 
designed to provide, in just the right proportions, 
those specific nutrients most likely to be needed to 


balance the rest of the diet. 
VIROL contains 
maltose ; 
fructose ; 


cane sugar ; 


salt ; 


: malt extract ; refined beef fat ; 
malto-dextrins ; 
egg ; Orange juice ; 
phosphoric acid ; calcium phosphate ; 


glucose ; 
flavourings ; 
iron phos- 


phate ; sodium iodide ; and vitamins as follows:— 


Vitamin A, 1500 i.u. ; 


Vitamin B,, 0.4 mg. ; 


Nicotinic Acid, 4.5 mg.; Vitamin D, 1000 i.u. ; 
also lodine, 75 micro-g.; Iron8 mg.; all per ounce. 


VIROL is the food for building up strength and 
vitality—so essential after illness or operation. 


| 
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Introducing 


A new, highly effective expectorant 


on an original basis 


The principal constituent of 
*‘HICOSEEN’ is 2-Diethylami- 
noethyl-phenylethyl-acetate, 
synthesized by Hommel and 
for the first time clinically 
used. It acts broncholytic- 
ally and at the same time sed- 
atively on the cough reflex. 


*‘Hicoseen’ provides the basic 
requirements of anti-tussic 
therapy: repression of cough 
reflex and promotion of ex- 
pectoration. These are ac- 
complished with a very high 
degree of compatibility. 


PHARMACOLOGY 

Absence of side-effects, including drowsiness, is of 
outstanding importance. The respiratory centre 
not being acted on in any way, the cough reflex is 
probably influenced by a mechanism different from 
that of morphine alkaloids. ‘Hicoseen’ contains 
such a small dose of codeine phosphate that even 
high overdosage is innocuous. 


COMPOSITION 
2-Diethylaminoethy]-phenylethy]-acetate 0.1% 
Codeine phosphate 0.08% 
Guaiacol albuminate 5.25% 

in pleasantly flavoured syrup 
INDICATIONS 


Specific in cough irritation, bronchial catarrh, 
bronchitis, tracheo-bronchitis in emphysema and 
pulmonary tuberculosis. 


DOSAGE 

Adults: 2 to 4 tablespoonfuls; in cases of cough 
irritation 1 to 10 teaspoonfuls daily. 

Children: according to age and number of cough 
paroxysms 3 to 5 tea- or dessertspoonfuls daily. 


PRESENTATION 
‘Hicoseen’ Syrup is available in bottles containing 
4 fluid oz; also in 16 fluid oz. bottles for dispensing. 


PROFESSIONAL SAMPLE AND LITERATURE ON REQUEST 


HOMMEL'S HAMATOGEN & DRUG CO., 121 Norwood Road, London S.E.24 


LENNON LIMITED. P.O. Box 39, Cape Town. P.O. Box 24, Port Elizabeth. 
P.O. Box 76, East London. P.O. Box 1102, Bulawayo, 


Our Sole Agents for SOUTH AFRICA: MESSRS. 
P.O. Box 266, Durban, Natal. P.O. Box 928, 


Johannesburg, Transvaal. 


Southern Rhodesia. P.O. Box 379, Salisbury, Southern Rhodesia. 
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Your young patients 


will like Rubraton 


Rubraton offers complete therapy for most of the 
anemias of infancy, childhood and puberty. 


Rubraton presents vitamin B,9, folic acid and iron in a 
low alcohol elixir that tastes good . . . straight 
from the spoon or mixed with water or fruit juice. 


‘Rubraton’ ts Trademark of E. R. Squibb & Sons 
Each teaspoonful (5 cc.) of Rubraton contains: 


Vitamin 4.17 micrograms 
Folic Acid 0.28 milligrams 
Ferric Ammonium Citrate 220 milligrams 


1 or 2 teaspoonfuls t.i.d. 


Rubraton 


Elixir of B,,, Folic Acid and Iron Squibb 


Further Information and Literature is available from: 
PROTEA PHARMACEUTICALS LIMITED 
P.O. Box 7793 7 Newton Street, Wemmer, Johannesburg Telephone 33-2211 


ALSO AT CAPE TOWN, PORT ELIZABETH, EAST LONDON AND DURBAN 


SQUIBB cursors rus since 1858 
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For HYPERTENSION 


q PACYL, a Choline derivative, acts on the parasympathetic system 
in a physiological manner, producing a lasting reduction in cases 
of pathologically raised blood pressure. 


@ PACYL has exceptional merits in relieving the distressing subjective 
symptoms, such as headache, vertigo, insomnia, etc. 


@ PACYL has also proved to be the treatment of choice for ambulant 
patients. No initial rest in bed is required and patients remain at 
work throughout the treatment. 


q PACYL has a gentle and persistent vasodilator effect and removes 
local vascular spasm, thereby facilitating and improving the general 
circulation. 


@ PACYL has no side effects and there are no contraindications to 
its use. 


Bottles of 50 and 200 tablets 


For further information and samples apply to our Agents: 
LENNON LIMITED, P.O. Box 8389, JOHANNESBURG 


VERITAS DRUG COMPANY LIMITED 


LONDON AND SHREWSBURY, ENGLAND . 
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A NEW AND IMPROVED QUALITY 


SZ. 


For over ten years ‘Cetavion’ has been widely 
used in hospitals and in general practice as a 
valuable cleansing and bactericidal agent. 


NAS 
us 


Recent developments in manufacture have 
resulted in the production of a new higher grade 
“Cetavion’ enchanced in purity and potency. 

Furthermore, by achieving a correct balance of 

long chain alcohols used as starting material 
it has been found possible to increase the 

solubility in water and hence facilitate the 

preparation of clear, stable solutions. 


CETRIMIDE B.P. 


The new quality ‘Cetavion’ shows in- 
creased bactericidal potency against 

a wide range of Gram-positive 

and Gram-negative organisms including 
Ps. pyocyanea. It is therefore emi- 
nently suitable for use in wound and 
burn therapy, pre-operative 
preparation of the skin, 

skin diseases, etc. 


THE NEW ‘CETAVLON’ POWDER IS 
AVAILABLE IM: CONTAINERS OF 
50, 500 GRAMMES AND 2 KILOGRAMMES 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 
WILMSLOW, MANCHESTER 
(A subsidiary company of Imperial Chemical Industries Limited) 


Distributed by: 1.C.1. SOUTH AFRICA (PHARMACEUTICALS) LIMITED 


4/32 PAN-AFRICA HOUSE . 75 TROYE STREET . P.O. BOX 7796 . JOHANNESBURG 
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TREATMENT OF INGUINAL HERNIA 
WILFRED Kark, F.R.C.S. 


Department of Surgery of the University of the Witwatersrand, Johannesburg. 


The results of operative treatment for inguinal hernia, 
still far from perfect, give rise to problems that stimulate 
investigation. There are differences of interpretation of 
the anatomy and physiology concerned and a wide 
variety of basically different procedures is still practised. 

The investigation and the operative techniques which 
are the basis of this communication were stimulated by 
the work of McVay and Anson ! and it is a pleasure to 
acknowledge my indebtedness to them, and to express 
the hope that their sound principles receive a wider 
practical application. 


HERNIOTOMY 


There is general agreement that inguinal herniae in 
infants and children, and in young and muscular subjects, 
require only an adequately performed herniotomy; and 
that hernioplasty, in which some form of reconstruction 
of the inguinal canal is done, should be reserved for 
those in which the hernia is of long standing, is large, is 
associated with weakened tissues, is of the direct type, 
or is recurrent. There are now many authoritative and 
experienced opinions which agree in essence with the 
findings of Max Page® that, in those cases where the 
hernia has not weakened the muscular and aponeurotic 
structure of the inguino-hypogastric region, a_her- 
niotomy alone is followed by a markedly lesser recurrence 
rate than when a Bassini hernioplasty is added. 


ADEQUATE AND COMPLETE EXCISION OF THE SAC 


There are 2 corollaries to this general finding. First, the 
excision of the sac must be unequivocally complete. In 
1940-41, when many operations for hernia were being 
done on young muscular recruits in the British Army, 
there was a high rate of recurrence; and the recurrences 
were often discovered within 6-8 weeks of the operation. 
Of 32 cases of this type that came to my notice and 
re-operation, no less than 17 presented features which 
strongly pointed to a persistence of an inadequately- 
removed sac; and in some instances there was evidence 
that the so-called ‘recurrent hernia’ was a primary hernia 
that had not been found or dealt with at all at the first 


operation. Such errors are not confined to war-time 
surgery; and because recurrences of this sort also appear 
from time to time in civilian practice it is perhaps excuse- 
able to refer to some of the technical points that bear on 
this aspect. 

It is self-evident that to effect a complete herniotomy 
the sac must be excised at the level of its neck. The neck, 
particularly in young muscular subjects, may well lie 
at a surprisingly high and deep level under cover of a 
strong internal oblique muscle. The recognition of the 
neck depends upon the narrow, strong ring of peritoneum 
beyond which the palpating finger enters the general 
peritoneal cavity; the collar of fatty tissue—more firm 
and more yellow than the neighbouring extraperitoneal 
fat—; the deep epigastric vessels, which lie on a level 
with the neck of the sac; the palpable defect in the 
transversalis fascia: all these landmarks should be sought 
to confirm the level of the neck at which the ligature is 
placed. Displacing the cord from its bed is an aid in 
defining the neck; considerable retraction of the internal 
oblique may be required and, quite apart from the 
important necessity of avoiding damage to inguinal-cord 
structures, their adequate stripping from the sac is also 
required to ensure that the ligature is tied around sac 
only—for such a ligature will lie true and will not be in 
danger of being tagged away from its proper place by 
the pull of another muscular or fibro-elastic tissue 
included within it. Obviously, before such a ligature 
is placed and tied, it must be unequivocally proven that 
no intra-abdominal structure, such as omentum or 
epiploical appendix, or ‘sliding hernial’ organ, is included. 

The second element of importance in the technique is 
the routine examination for the presence of more than 
one sac. Many ‘recurrences’ are due to neglect of this 
part of the operation. A femoral hernia co-exists with 
an inguinal hernia in 2% of cases.* A direct hernia 


accompanies an indirect hernia in a far higher percentage. 
Such a pantaloon hernia across the crutch or bridge of 
the deep epigastric vessels is not difficult to appreciate if 
it is sought. The finger is passed into the indirect sac 
and through its neck into the abdominal cavity, and 
directed anteriorly, medial to the deep epigastric vessels, 
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i.e. directed to the triangle of Hesselbach, where if it 
exists a peritoneal outpouching can be felt and often 
seen. If this direct element of the double hernia is 
confirmed it can be dealt with. 


TYPES OF DIRECT INGUINAL HERNIA 


Direct herniae are of 2 distinctive types, the more 
common being the acquired type, which presents as a 
bulge through the triangle of Hesselbach and is of 
varying size, depending mainly upon its duration and the 
quality of the tissues of the abdominal wall. Secondly, 
there is the funicular type, which presents a defined 
tubular sac herniating through a distinct ring-defect in 
the fascia transversalis medial to the deep epigastric 
vessels. This direct funicular hernia is quite frequently 
discovered in young, healthy and muscular subjects in 
the ‘teens’ and early twenties. It comes down through the 
external ring and it is nearly always diagnosed clinically 
as an oblique hernia. Its nature suggests that its sac is 
of congenital origin. In the 32 cases of ‘recurrence’ 
already referred to, this type of hernia was found in 3; 
and it is probably correct to say that the hernia had been 
missed altogether at the first operation. When this type 
of direct hernia exists alone, its sac is difficult to find. 
The first hint of its existence is the failure to find a 
confidently-expected indirect sac on dissecting and 
separating the cord structures in a young muscular 
subject. Another indication is the bulky and excessive 
tissue presenting medial to the deep epigastric vessels; 
this tissue has a distinct aponeurotico-fascial cover, often 
mistaken for the sac itself; but when this covering, 
derived from fascia transversalis, is cut, fairly firm fibro- 
fatty tissue appears and it is only on thorough exploration 
of this tissue that the sac is found. The neck of this sac 
is small and well defined, and the distinct ring-defect in 
the fascia transversalis is readily appreciated. 

In dealing with oblique herniae by herniotomy alone, 
it is essential to complete the operation by narrowing 
the abdominal inguinal ring. This is done by placing 
sutures in the fascia transversalis adjacent to the internal 
ring. This operation of herniotomy and narrowing of the 
internal ring is the procedure of choice for the small 
oblique hernia, which is the most common type of groin 
hernia: in my own practice, hospital and private com- 
bined, it represents roughly three-quarters of the total 
number. 


RECONSTRUCTIVE PROCEDURE 


The indications for an additional reconstructive 
procedure are recurrent hernia, direct hernia, indirect 
hernia associated with a weak inguinal wall, and indirect 
hernia with a large internal ring. Weakness of the 
inguinal region of the abdominal wall can be assessed by 
a combination of palpation from within the peritoneal 
cavity (which can be done at the same stage as testing 
for the coexistence of direct herniation as has been 
described) and an appreciation of the strength and 
distribution of the internal oblique and the transversus 
muscles and aponeuroses. Weakness of this part of the 
abdominal wall within Hesselbach’s triangle often varies 
directly with the size of the internal ring; the larger the 
ring, the weaker the wall. Enlargement of the internal 
ring occurs with growth of the hernia, and it is the medial 
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rim of the ring with the deep epigastric vessels that is 
pressed medially so as to encroach upon the triangle of 
Hesselbach. 

The decision for hernioplasty having been made, and 
a flawless and thorough excision of the hernial sac having 
been performed, attention is directed to the tissue between 
the internal ring and the lateral border of the rectus 
muscle. The intimate structure of this part of the abdo- 
minal wall is the subject of debate and there are quite 
marked differences of description. The viewpoint in this 
article is based upon observations made on the operating 
table. 

Without going into any great detail, it is pertinent 
here to remark upon the following features: A conjoined 
tendon (Fig. 1), consisting of the fused aponeuroses of 


EXT. OBLIQUE 
INT. OBLIQUE 
TRANSVERSUS 


TRANSVERSALIS ——+—— 
PERITONEUM 


RECTUS 


Fig. 1. Mlustrating the conjoining of the transversus aponeurosiS 
and transversalis fascia. 


internal oblique and transversus abdominis muscles, 
most commonly begins about 5 mm. from the lateral 
border of the rectus muscle, where it forms the deeper 
layer of the sheath in front of the rectus muscle. There 
is no conjoined tendon of internal oblique and trans- 
versus elements further laterally, where it is commonly 
described. Lateral to the outer margin of the rectus 
sheath in this lowest portion of the abdominal wall, 
the internal oblique is a well-defined distinct structure, 
often muscular to within | cm. of the lateral border of 
the rectus muscle; and the transversus abdominis in this 
same region is practically always aponeurotic from the 
level of the internal ring onwards towards the 
rectus muscle. If the label conjoined tendon is still 
to be used, it should be applied to the fusion of the 
transversus abdominis aponeurosis and the transversalis 
fascia which extends from the internal ring to the lateral 
margin of the rectus, and which makes the posterior wall 
of the inguinal canal. 

Confirmation of this concept of the anatomy comes 
from the work of Mathisen,' who investigated the 
functional anatomy of the inguinal canal. When the 
transversus abdominis muscle is stimulated and contracts, 
the internal ring is pulled upwards and outwards; when 
the internal oblique contracts, its fibres move in a medial 
and downward direction, bringing it further over the 
mouth of the internal ring, i.e. there is a reciprocal 
shutter-like action of the two muscles. The movement of 
the internal ring on contraction of the transversus abdo- 
minis, is proof of the fusion of the transversus 
aponeurosis and the transversalis fascia. It is this fused 
aponeurotico-fascial layer which fills in the floor of 
Hesselbach’s triangle and it is attached below to the 
superior pubic ligament, also known as the ligament of 
Cooper, which clothes the medial portion of the pectineal 
ridge of the os pubis (Fig. 2). 

It is through this fused transversus-transversalis layer 
that a direct funicular hernia protrudes, against which an 
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LIG. OF COOPER FORAMEN 2) 
Fig. 2. The floor of Hesselbach’s triangle. 


acquired direct hernia presses, and upon which a large 
indirect hernia encroaches. The attenuated and weakened 
areas in this layer are excised and trimmed as the first 
step in the reconstructive procedure; and the upper 
margin left after the trimming is due to be sutured to the 
ligament of Cooper, which is also cleared of all areolar 
tissue from its commencement just below the pubic 
spine as far laterally as the external iliac vein. The 
excision of weakened tissue leaves a gap between the 
remaining upper margin of the transversus-transversalis 
fascia and the ligament of Cooper, and approximation 
of the two causes tension and may even be impossible. 

In order to compensate for this, a manoeuvre described 
by Tanner ° as a ‘slide’ is carried out. The deeper layer 
of the anterior rectus sheath (consisting of the fused 
internal oblique and transversus aponeuroses) is cut just 
lateral to its line of fusion with the external oblique 
aponeurosis and from the level of the pubis upwards for 
14 to 2 inches. This cut slopes away from the mid-line 
as it progresses upwards on account of the manner of 
attachment of the external oblique (Fig. 3). When the 
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Fig. 3. The lower third of the rectus sheath in relation to the 
‘slide’ mandeuvre. 


deeper layer of the rectus sheath is undermined and 
freed from the underlying rectus muscle any pull on the 
transversus-transversalis aponeurosis causes it to slide 
laterally and inferiorly on the rectus muscle, and so 
relaxes the tension and enables suture to the ligament of 
Cooper with facility. Further lateral than the external 
iliac vein the transversus-transversalis aponeurosis is 
sutured to the front of the femoral sheath and the inguinal 
ligament as far as necessary to end with a snug and 
narrowed internal abdominal ring. The repair is done 
with Deknatel nylon No. 1 or No. 2, by placing interrupt- 
ed sutures at a distance of about 4-inch from one another. 
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A small Mayo needle is ideal for suturing; and a 
Langenbeck type of retractor is useful for visualizing 
the ligament of Cooper. 

It is often easy to demonstrate, at the conclusion of the 
repair, that the internal oblique is left without any 
interference in its line of pull, in its shutter action over 
the internal ring, and in its association with the valve-like 
cremaster muscle—all 3 being physiological functions 
which are regarded as necessary to the efficient protection 
of the inguinal region against the abdominal stresses and 
strains of human activity. 

Out of 143 herniae for which a reconstructive hernio- 
plasty was considered necessary, 29 presented such a 
weakened and flimsy transversus-transversalis layer that 
some other operative manoeuvre was necessary. In 2 
a Bassini type of operation was done—the lower margin 
of the internal oblique muscle being sutured to the 
ligament of Cooper; in 11, a Bloodgood flap of the deep 
layer of the rectus sheath was sutured to the ligament of 
Cooper; and in the remaining number an Andrews type 
of reconstruction—suturing the upper flap of the external 
oblique to the ligament of Cooper—was done alone or in 
combination with a Bassini procedure (in 12, suture was 
done with a Gallie graft). Out of this total there has been 
one recurrence during a post-operative follow-up period 
ranging from 6} years to 4 months. 

This one case occurred in a 46-year-old, portly sergeant 
of the Police force. He had had one previous operation 
on the right inguinal hernia and 3 on the left, before he 
was subjected to the McVay type of operation described 
in this paper. The recurrence occurred on the left some 
5 months after an operation using a fascial graft extending 
from the internal oblique to the ligament of Cooper. 
The new ‘gap’ was very large, and a Wangenstein flap of 
tensor fascia femoris was used to close it. He has now 
been followed for a further 2 years and is without 
recurrence. 


SUMMARY 


This paper deals with some of the technical features of 
the surgery of hernia. 

Inguinal herniae are considered in 2 main groups: 
those in which herniotomy alone is the essential treatment 
and those requiring an additional reconstructive 
procedure. 

Important details in dealing with the hernial sac are 
stressed. The Lothiessen principle has been used as the 
basis of reconstruction in 143 cases with recurrence in 
one case. This basic type of repair has been combined 
in most instances with a form of ‘slide’ operation; and 
occasionally has been combined with Andrews and 
Bloodgood manoeuvres. The operation is suitable for the 
repair of large indirect inguinal, direct inguinal and 
recurrent inguinal, as well as femoral herniae. 
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The results of the recent voting by the medical pro- 
fession on the question of specialist and consultant 
registration will be found in this issue of the Journal 
at p. 815. 

The voting papers received (2,588) constitute 38°, of 
the persons to whom voting papers were issued (6,900). 
The latter figure includes all registered medical prac- 
titioners and all interns. Experience repeats itself; 
notwithstanding the importance of the issue and plenti- 
ful publicity it is difficult to elicit a high-percentage 
vote from the profession. 

There is an overwhelming (8:1) majority against 
reverting to the system that existed before the specialist 
register was introduced in 1938; yet there is a majority 
opposed to the continuance of a specialist register 
(1,249 so voting, against 1,006 in favour of a specialist 
register with or without a consultant register). The 
decision asks for a system which abolishes the specialist 
register without bringing back the conditions existing 
before 1938. The abolition of the specialist register 
would presumably leave any practitioner, irrespective 
of specialist merits, free to practice as a specialist and 
to compete on those terms both with specialists on the 


PLACEBO-TERAPIE 


Die kuns van genesing het baie jare gelede al ’n hoé peil 
van ontwikkeling bereik; vd6r die dae van wetenskaplike 
geneeskunde was genesing tot ‘n groot mate aan kuns 
te danke. Pasiénte het herstel nadat eienaardige middels 
aan hul gegee is wat hul lyding kon versag het alleenlik 
as gevolg van hul placebo-uitwerking. 

Placebo’s beoefen hedendaags nog net so ’n kragtige 
invloed uit soos in vergange dae. Die meeste geneeshere 
maak van hul gebruik met die behandeling van pasiénte 
en as terapeutiese hulp is hul nog steeds waardevol. Dit 
is maar onlangs dat wetenskaplike verhandelinge oor 
placebo’s gepubliseer is,’~* en as hul belangrikheid in 
aanmerking geneem word is dit verbasend hoe min daar 
voorheen oor die onderwerp geskrywe is. 

*n Placebo is gedefinieer as ’n onaktiewe stof of prepa- 
raat wat voorheen aan pasiénte gegee is, om hul te behaag 
of tevrede te stel, maar wat nou ook gebruik word as 
kontrole om die doeltreffendheid van geneeskundige 


800 


South African Medical Journal 
Suid-Afrikaanse Tydskrif vir Geneeskunde 


VAN DIE REDAKSIE : 


THE RESULT OF THE POLL 


EDITORIAL 


consultant register and with general practitioners. Are 
not these the conditions which the profession rejects 
by an 8 : 1 vote? Would they be substantially modified 
by transferring those specialists who feel they can afford 
to renounce non-consultant practice from the present 
specialist register to a new consultant register? 

These are the kind of issues that now face the medical 
profession. They are difficult and uncertain. When 
specialist registration is abolished the structure of 
medical practice will be in the melting pot, and all the 
wisdom of the profession and the State will be needed 
to devise a new system that will meet the wishes of the 
profession and the requirements of the public. 

The matter can no longer be put off. At its meeting 
that opens on 28 October the Federal Council will be 
called on to consider the line of action to be taken by 
the Association. The authority of final decision is 
vested in the Minister of Health (i.e. the Government) 
on consideration of the recommendations of the South 
African Medical and Dental Council, who at their 
meeting beginning on 20 September will debate this 
issue in the light of voting results. 


PLACEBO THERAPY 


The art of medicine was highly developed long ago; 
before the arrival of scientific medicine the doctor 
depended on art for many of his cures. Patients recovered 
after the administration of strange medicaments which 
could only have alleviated suffering because of their 
placebo effects. 

Placebos prove as potent today as they were in days 
gone by. They are employed by most physicians in the 
treatment of patients, and still represent an important 
therapeutic aid. It is only recently that scientific studies 
of placebos have been published,'’~* and considering their 
importance it is surprising that so little should previously 
have been written about them. 

A placebo has been defined as ‘an inactive substance 
or preparation, formerly given to please or gratify a 
patient, now also used in controlled studies to determine 
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middels te bepaal (American Illustrated Medical Diction- 
ary). Hierdie omskrywing omvat ’n belangrike gebruik 
van placebo’s maar dit is te beperk. Aangesien suggestie 
vir placebo-terapie nodig is—die gebruik daarvan word 
as ’n baie algemene psigoterapeutiese-metode beskou— 
word ’n meer uitgebreide en nuwerwetse definisie aan- 
gebied: ,’n Placebo is ’n geneesmiddel of preparaat wat 
geen inherente pertinente farmakologiese werking besit 
nie maar wat alleenlik doeltreffend is as gevolg van die 
suggestie wat met die toediening daarvan gepaard gaan.’ 
Die stof kan ingespuit, ingesteek, ingeasem, opgeneem of 
aangewend word.’ 


Mondelinge toediening is natuurlik die eenvoudigste 
metode om ’n placebo te gee, maar vir bykans alle 
pasiénte is die psigoterapeutiese uitwerking van ‘n 
inspuiting onoortreflik. Potente geneesmiddels word met 
inspuitings geassosieer en min psigoterapie is nodig om 
die spuitnaald se invloed te versterk. Nadelige of toksiese 
middels moet nie as placebo’s gebruik word nie. Dit is 
interessant dat vergiftigingsmanifestasies soos netelroos, 
ander huiduitslae en buikloop, na die toediening van 
placebo’s waargeneem kan word, ’n bewys van die 
kragdadige invloed wat suggestie uitoefen. Onlangs het 
ons verwys na die onaangename sy-effekte wat toe- 
geskrywe was aan ’n onaktiewe fopmiddel wat vir ’n 
gewone verkoue aan kontrole-pasiénte toegedien was.° 
Die teenoorgestelde is ook bekend d.w.s. dat ’n pasiént 
wat vir suggestie vatbaar is minder sterk op ’n potente 
middel sal reageer as hy onder die indruk verkeer dat ’n 
placebo aan hom gegee is. 


Placebo’s speel ’n belangrike rol op die gebied van 
diagnose, behandeling en navorsing. Met die oog op die 
steeds toenemende belangstelling wat deesdae in terapeu- 
tiese kontroleproefnemings getoon word, het talle 
skrywers * die belangrikheid van die placebo as ’n 
navorsingswerktuig op die gebied van kliniese genees- 
kunde en ondersoek beklemtoon. Daar bestaan geen 
plaasvervanger vir die placebo met die dubbelblinde 
waardebepaling van nuwe middels nie, wanneer beide die 
proefpersoon en die navorser figuurlik gesproke geblind- 
doek word, sodat geen een van dié twee op enige gegewe 
moment weet of dit die middel wat ondersoek word of 
die placebo-kontrole (die fopmiddel) is wat toegedien 
was.® 


Geneeshere sal oor die algemeen beweer dat die 
gebruik van die placebo slegs ’n vorm van psigoterapeu- 
tiese behandeling is. Hul gebruik word egter deur 
sommige afgekeur op grond daarvan dat die pasiént 
bedrieg word. As die stelling aanvaar word dat placebo- 
terapie misleiding meebring, is dit ’n gewigtige vraagstuk 
of dit eties verdedigbaar is. Die misleiding is toelaatbaar 
aangesien dit tot die pasiént se voordeel strek. As die 
pasiént se welsyn °’n placebo vereis, werp dit geen 
refleksie op die geneesheer nie as hy dit voorskryf. Dit 
is die geneesheer wat die beste kan oordeel wat vir die 
welsyn van sy pasiént nodig is en as hy weier om ’n 
placebo voor te skryf wanneer sy pasiént se toestand dit 
vereis sal sy gedrag onmenslik wees en sekerlik nie 
sedelik prysenswaardig nie.‘ Die placebo moet egter 
net as ’n tydelike toevlug dien en die geneesheer moet 
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the efficacy of medicinal substances’ (American Illustrated 
Medical Dictionary). This definition includes an impor- 
tant use of placebos but is too limited. Since suggestion 
appears to be necessary in placebo therapy, the giving 
of placebos being regarded as a very common method of 
psychotherapy, a more extended and modern definition 
has been presented: ‘A placebo is a medicine or prepara- 
tion which has no inherent pertinent pharmacological 
activity but which is effective only by virtue of the factor 
of suggestion attendant upon its administration. The 
substance may be ingested, injected, inserted, inhaled 
or applied’.* 

Administration by mouth is obviously the simplest 
method of giving a placebo, but for practically all 
patients nothing excels the psychotherapeutic 
impression of an injection. Powerful medication is 
associated with an injection, and little psychotherapy is 
required to reinforce the giving of the syringe needle. 
Harmful or toxic substances should not be used as 
placebos. Interestingly enough, toxic manifestations, 
such as urticaria, other skin rashes, and diarrhoea, have 
been observed after administration of placebos, showing 
how potent the power of suggestion can be. We referred 
recently to unpleasant side-effects attributed to the drug 
in a control group of patients receiving inert dummy 
tablets for the common cold.® Conversely, it is known 
that a suggestible subject may show less reaction to a 
potent drug if he is under the impression he is being given 
a placebo. 

Placebos are useful in diagnosis, treatment, and 
research. With the increasing interest in recent years, 
in properly controlled therapeutic trials, the importance 
of the placebo as a research tool in clinical medicine and 
investigation has been stressed by numerous authors.* 
There is no substitute for the placebo in the ‘double- 
blind’ evaluation of new drugs, where both the subject 
and investigator are kept ‘blind’, so that neither knows 
whether at any given moment the drug under study or the 
placebo control (the dummy drug) is being given.® 

Physicians will generally state that the use of the place- 
bo is merely one form of psychotherapy. Their use has 
however been attacked from some quarters on the 
grounds that deception is practised on the patient. If 
placebo therapy is regarded as entailing deception, the 
important question is whether or not it is justifiable on 
ethical grounds. The deception is permissible since it is 
for the benefit of the patient. When the patient’s welfare 
necessitates a placebo, there can be no reflection on the 
physician who prescribes it. It is the physician who can 
best decide what is for the welfare of the patient, and if 
in an appropriate situation he refused to order a placebo, 
he would be cruel and surely not to be praised for his 
morality. The placebo should, however, not be more 
than a temporary expedient, and the limitations of this 
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terdeé bewus wees van die beperking van hierdie vorm 
van terapie. 
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form of therapy must be properly recognized by the 
physician. 
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THE SODIUM RESERVOIR 


The early concepts of sodium and water metabolism 
envisaged a relatively closed extracellular fluid ‘tank’ 
containing a quantity of sodium ions. Addition or 
subtraction of water or sodium produced rises or falls in 
the extracellular-sodium concentration (as measured by 
the changes in the serum-sodium concentration). In the 
presence of a change of extracellular-sodium concentra- 
tion, water would shift one way or the other across the cell 
membrane and the kidneys would conserve or release 
sodium to restore the ionic balance. 

But the application of this concept to practice produced 
some unexpected results. For instance, after major 
trauma the serum-sodium level is often low. If on the 
basis of an estimated figure for extracellular volume, the 
quantity of isotonic sodium chloride calculated to replace 
the deficit of sodium is infused, there may, surprisingly, 
be no change in the serum-sodium. Even if the infusion 
is repeated and very little sodium is lost in the urine 
(the patient being in positive sodium-balance) the serum- 
sodium level may remain unchanged. Conversely, where 
balance studies have shown the /oss of large amounts 
of sodium, the serum-sodium and the patient’s weight 
may not change and there may be little, if any, sign of 
dehydration. Indeed, during the sodium diuresis that 
follows the stage of sodium conservation of the early 
post-operative period, the serum-sodium may actually 
rise while the patient is in a state of negative sodium- 
balance.' 

Thus the old concept is inadequate to meet several of 
the situations encountered clinically. Studies of 
potassium deficiency have provided one explanation of 
the paradoxical behaviour of the sodium ion. Where 
there is an intracellular deficiency of potassium, sodium 
moves into the cell, thus maintaining its ionic composi- 
tion. In this abnormal state of the cell it seems that 


sodium infusions merely result in the displacement of 
some of the remaining potassium by the additional 
sodium. A potassium infusion on the other hand results 
in a large sodium diuresis.* 

Apart from this circumstance, however, it is evident 
that a reservoir of sodium must exist somewhere in the 
body, and recent work (reviewed by Moore *) indicates 
that the site of this may be the skeleton. Wet bone in 
the dog contains 225 mEq. of sodium per kg. Of this, 
25 mEq. are in association with the chloride ion and in 
the extracellular-water phase of bone (20°, of the bone); 
the other 200 mEq. are incorporated in the crystal-lattice 
structure of bone. Of this about 50°, is fixed and about 
50°, exchangeable. In an adult human this exchangeable 
sodium may amount to as much as 750 mEq., which is a 
little less than half the sodium in all the rest of the extra- 
cellular phase. Balance studies on sodium and measure- 
ments of total exchangeable sodium show that there can 
be wide swings in total sodium without change in 
serum-sodium, and they suggest that this reservoir is 
available for storage and supply in metabolic emergencies 
in man. This then is the newer concept of a sodium ion; 
able to pass across cell barriers and having a reservoir 
into and from which it may pass as required. Moore has 
suggested an interesting corollary: The chloride content 
of bone is low (30 mEq. /kg. wet bone in the dog) and 
there is no known chloride reservoir. Could this lack of 
an anion store in the body in the presence of a large 
cation store explain the rarity of acidosis (as compared 
with the frequency of alkalosis) in surgical practice. 
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REVISION SERIES 


Under the heading Revision Series we are publishing this 
week the first of a series of articles dealing with subjects 
of interest in general practice. The object is to some 


extent indicated by the general title. Each article will be 
designed to enable the reader to review and bring up to 
date his information based on experience and reading 
on the particular subject dealt with. Suggestions have 


from time to time been received, especially from general 
practitioners, that articles of this kind would be useful 
and welcome. It is sincerely hoped that this venture on 
the part of the Journal will prove acceptable and will 
have some measure of success in this direction. It is 
intended to publish the articles in this series at intervals 
of about a month. 
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The prostate gland is the most important of the accessory 
male sex glands. In the healthy state it plays a vital and 
probably dominant part in normal sexual activity; 
when diseased it causes worrisome signs and symptoms 
of ill-health. 
The prostate is an integral part of the neck of the 
bladder, enveloped in a tough fibrous capsule; 
consequently an increasing mass within it tends to cause 
obstruction to the flow of urine. Its numerous ducts 
produce an external secretion of small volume whose 
only known function is to liquefy the gelatinous secretion 
of the seminal vesicles. Yet complete removal of the 
prostate and its capsule leaves the patient sexually 
impotent. An ordinary prostatectomy, where the 
adenoma is enucleated from the capsule, does not 
affect potency, but it may render the patient infertile. 
I proposed to discuss the following pathological 
conditions of the prostate gland because they are the 
commonest: 
1. Prostatic obstruction 
(a) Benign prostatic enlargement 
(6) Sclerosed bladder-neck. 
(c) Carcinoma of the prostate. 
(d) Neurogenic bladder. 

2. Prostatic calculi 


3. Prostatic infection 
(a) Chronic prostato vesiculitis 
(6) Prostatic abscess 
4. Sexual symptoms 
(a) Precipitate ejaculation 
(6) Impotence 


PROSTATIC OBSTRUCTION 


The pathological changes in the bladder and upper renal 
tracts following prostatic obstruction of every type are 
in the main the same. Consequently the symptoms are 
similar with only minor variations special to each group. 

The bladder responds to obstruction at the neck by 
compensatory hypertrophy of its musculature. This 
results in a thick-walled bladder, trabeculated upon the 
internal surface, of decreased capacity and more sensitive 
to distension. The patient has to empty the bladder more 
frequently and this is first noticed at night because he 
has to get up to do so. The force of the urinary stream 
is increased and no difficulty in voiding is noticed because 
the bladder musculature is more powerful. At this stage 
no residual urine remains. 

The lesion at the neck of the bladder is progressive and 
sooner or later the muscle (even though hypertrophied) 
fails to effect complete evacuation, and the amount of 
urine left behind increases. The patient is now aware of a 
diminished stream and he finds that he has to aid 
micturition by forcing; usually there is hesitancy at the 
commencement and more time is also needed to complete 
the act. There is still increased frequency both by day 
and by night, because, although the capacity of the 
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bladder is increasing, the effective bladder capacity is 
reduced by the steadily-increasing volume of residual 
urine. 

Should this process carry on unhindered by the 
intervention of the surgeon, the bladder wall eventually 
loses all contractile ability and becomes an inert, atonic 
and insensitive bag. The intravesical pressure becomes 
so high that urine will eventually dribble from the only 
possible outlet, viz. the urethra. The patient will then 
show paradoxical or overflow incontinence, which usually 
first occurs at night. The patient is unaware of a full 
bladder but may be aware of a distended mass in the 
lower abdomen or he may feel an abnormal pressure in 
the rectum unrelieved by defaecation. Apart from these 
vague symptoms his only complaint is that he cannot 
hold his water. 

Overflow incontinence is by no means the general rule: 
acute retention of urine may supervene at any of the 
earlier stages. This catastrophe for the patient is usually 
caused by exposure to cold, overindulgence in alcohol 
or sexual activity, or carelessness in allowing the bladder 
to become overdistended. These circumstances cause 
congestion of the prostate and the already reduced lumen 
shuts up like a clam. Unlike the man whose only com- 
plaint was dribbling, this patient can pass no drop of 
urine and suffers acute discomfort. 

While this cycle is taking place in the bladder, the 
kidneys and ureters may also be affected. At the stage of 
hypertrophy of the bladder muscle the intramural 
portions of the ureters are mildly obstructed and the 
lower segments of the ureters are often dilated. As the 
volume of residual urine mounts, there is increased 
back-pressure on the ureters, which is eventually trans- 
mitted to the renal pelvis, with the gradual development 
of hydronephrosis. In the late stages of prostatic 
obstruction we may therefore expect a state of failing 
renal function, clinically evidenced by the gradual onset 
of uraemia. There is usually some anaemia, some loss 
of appetite, failing general health, often a tendency to 
sleepiness and bouts of diarrhoea, and frequently a dry 
dirty tongue and increased thirst. Failure of renal 
function results in the production of a larger volume of 
dilute urine. This stage can be diagnosed at its inception 
by showing that the nocturnal volume of urine exceeds 
the volume produced during the same period in the 
daytime. The polyuria increases the frequency, hastens 
the development of overflow incontinence and renders 
more liable the occurrence of acute retention. 

The obstructed bladder is particularly liable to certain 
complications, viz. calculus formation, diverticulum of 
the bladder and secondary infection. The development of 
infection will render previously mild symptoms acute 
and it will hasten the need for medical aid. 

Such are the general effects of prostatic obstruction; 
the special features of each type will now be considered. 
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(a) Benign Prostatic Hypertrophy (Syn: 
Prostate, Nodular Hyperplasia, Adenoma). 


This is the common prostatic enlargement called by a 
variety of names. Neither the cause nor the essential 
pathology is known: its occurrence in elderly men lends 
support to the theory that the hyperplastic proliferation 
is due to a disturbed balance of male and female 
hormones. About 30° of males over the age of 50 years 
are affected by this condition, which is commonest in 
the seventh decade. The adenoma commences in the centre 
of the prostate gland around the urethra. As it grows it 
thrusts aside and compresses the normal prostatic tissue 
to form a surgical capsule. The normal prostate has its 
own fibrous anatomical capsule to which it is firmly 
adherent. The enlarged prostate has an additional 
surgical capsule which lines the fibrous capsule and from 
which the adenoma can readily be enucleated. Removal 
of the adenoma from the surgical capsule of the prostate 
is the usual ‘prostatectomy’ performed for an enlarged 
prostate. 

The diagnosis of prostatic hypertrophy can be surmised 
from the history of frequency and difficulty of 
micturition, poor stream, etc., and confirmed by watching 
the act of micturition and by rectal palpation. The latter 
is best done with the patient in the knee-chest position 
on a high couch: a smooth bulging gland of elastic 
consistency is found, with clearly-defined rounded 
borders and usually no median groove. It is movable 
and when large can be felt bimanually. A full bladder 
can distort the impression on rectal palpation consider- 
ably, and therefore the rectal examination should be 
done after the bladder has been emptied. 

The character of the stream is often of greater value 
than the history or the examination, and a great deal can 
be learnt by watching the patient void urine. A thin 
forceful stream indicates the first stage of compensatory 
hypertrophy. A poor stream that drops vertically 
indicates marked obstruction and considerable residual 
urine. A thin dribbling and intermittent stream, produced 
with great effort, indicates advanced obstruction and 
imminent retention. When the patient voids urine with 
a good stream he does not yet require a prostatectomy, 
even if the gland presents the classic features of benign 
enlargement. 

Should the residual urine be measured? When the 
history, the urinary stream and rectal palpation indicate 
a diagnosis of prostatic obstruction it is, in my opinion, 
better not to pass a catheter in order to measure residual 
urine, for fear of infecting the bladder. This type of 
‘cold’ case will in any event require further investigation 
by intravenous pyelogram or cystoscopy and the residual 
urine can then be estimated. But when the symptoms 
and signs are indefinite, it is necessary to measure the 
residual urine because it gives a clear indication whether 
obstruction is present or not. 

The ideal treatment of benign prostatic hypertrophy 
is conservative prostatectomy. The adenoma is removed 
and the surgical capsule is left intact. This gives a 


Enlarged 


permanent and lasting cure and ensures a good urinary 
stream with good control. The treatment is carried out 
by the retropubic, the transvesical or the perineal routes. 
Transurethral resection, or the ‘punch removal’, of a 
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well-defined, enucleable adenoma is in my experience an 
unsatisfactory operation. 

The treatment of acute retention is to relieve the patient 
by passing a catheter per urethram and to arrange for 
surgical intervention without delay. There is a tendency 
nowadays to avoid suprapubic cystostomy where possible 
and in some cases to advise immediate prostatectomy for 
acute retention. The latter procedure has much to 
commend it, but the method needs further trial before it 
can be fully evaluated. Once a patient with acute 
retention has been catheterized, he needs to be carefully 


watched; repeated domiciliary catheterization is 
dangerous. 

(b) Sclerosed Bladder-neck (Syn: Marion’s Disease, 
Fibrous Bar.) 


This condition is the prostatisme sans prostate of the 
French urologists. In other words, the patient has the 
usual symptoms referable to obstruction, but on rectal 
examination no enlargement of the prostate is found. 

The cause is probably long-standing chronic prostatic 
infection with gradual replacement of normal gland by 
tough fibrous tissue, which tends to contract and so 
reduce the lumen of the prostatic urethra. There may be 
a contributory congenital factor, for many of these 
patients have a distinct bar-formation at the neck of the 
bladder. In this type of gland, unlike benign prostatic 
hypertrophy, no surgical capsule is formed and it 
cannot be enucleated. 

The patients are aware of symptoms at an earlier age 
than in prostatic enlargement and it is by no means 
uncommon to find young men in their thirties and forties 
with marked bladder-neck sclerosis and gross residual 
urine. A feature of this type of prostatic obstruction is 
the high incidence of diverticulum of the bladder. This 
is probably because the process of obstruction is more 
gradual, leading to gross trabeculation and cellule 
formation and hence to the development of diverticuli. 

The diagnosis of this type of obstruction is suggested 
by the history, by observing the urinary stream, and by 
finding a small, hard prostatic gland. The diagnosis 
is confirmed by the typical appearance of the posterior 
urethra at cystoscopy. Residual urine is often surprisingly 
high and bladder calculi and particularly diverticuli must 
be carefully sought for. An efficient method of treating 
sclerosed bladder-neck is by transurethral resection; the 
amount of tissue to be removed is much less than in 
adenoma. Some surgeons prefer the open operation, 
removing a wedge of prostatic tissue by sharp dissection 
from the region of the bladder-neck. 


(c) Carcinoma of the Prostate 


When a patient seeks advice for urinary obstruction 
due to carcinoma of the prostate, the clinical features 
are usually perfectly obvious on rectal examination. 
The average patient is 60 years of age or more and the 
gland is enlarged, the surface is irregular with hard 
nodules, and the edges are ill-defined. Often the mucous 
membrane of the rectum is adherent to the underlying 
prostate and usually on bimanual examination the gland 
is found to be fixed. At this stage the carcinoma has 
extended beyond the confines of the prostate, the serum 
acid phosphatase is usually increased and secondary 
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deposits, especially in the lower vertebral column and 
pelvic girdle, are commonly present. At this stage there 
is no hope of cure even by radical removal of the prostate. 

Fortunately much relief is possible by orchidectomy 
and the administration of female hormone in adequate 
dosage; the bulky, indurated prostate shrinks within 
weeks to a remarkable degree and secondaries become 
quiescent. The urinary stream often returns to norma! 
and treatment is followed by a sense of well-being, better 
colour and a gain in flesh. While this improvement may 
last for many months or even years, no cure has been 
effected, and the unfortunate patient will eventually 
succumb to the carcinoma. 

An entirely different and more difficult position con- 
fronts the clinician when an early carcinoma of the 
prostate is suspected. It is usually discovered incidentally 
in a man over 50 years of age, when a hard nodule is 
found in the posterior lobe of the prostate. The differen- 
tial diagnosis lies here between chronic prostatitis, a 
calculous prostate, and carcinoma: prostatic calculi 
may be excluded by X-ray examination and prostatitis is 
indicated by pus-cells in the prostatic secretion. Multiple 
discrete, indurated areas—and particularly when these 
are situated in the area of the seminal vesicles—are 
strongly in favour of a diagnosis of infection as against 
carcinoma. 

When infection and calculi are excluded a hard nodule 
in the prostate must be regarded as carcinoma and the 
logical treatment is radical prostatectomy. In my view, 
however, this operation should not be advised until the 
diagnosis has been confirmed by biopsy. This can be 
done by needle puncture, or directly by perineal exposure 
of the gland. The radical or total prostatectomy com- 
prises the surgical removal of the entire prostate and its 
true anatomical capsule. This operation gives a reason- 
able hope of cure and has a low mortality, but it has two 
unfortunate drawbacks: the patient is invariably render- 
ed sexually impotent and in 25% of cases subsequent 
control of the urinary stream is poor. 


(d) Neurogenic Bladder 


When the bladder musculature is paralysed the patient 
is unable to void urine even though there is no true 
prostatic obstruction. This is found in tabetics, in 
paraplegics and occasionally in diabetics. The prostate 
and posterior urethra are normal, but the detrusor 
muscle is atonic. The effect is much the same as if there 
was prostatic obstruction, but chronic retention and 
overflow incontinence are much more common. 

The diagnosis is made on the limb reflexes, the pupil 
reflexes or glycosuria, or from knowledge of some spinal 
injury or disease. Usually the neurological signs are 
obvious, but sometimes the cystoscopic findings of 
trabeculation, reduced bladder sensation, etc., are the 
main features of the neurological picture. 

The treatment of these patients by transurethral 
resection of the neck of the bladder gives very satisfactory 
results. The degree of resistance at the neck is reduced 
and the weakened detrusor muscle is able to empty the 
bladder. The most important line of treatment in these 
cases (and especially in paraplegics) is early ambulation 
(even by wheel-chair), abundant injestion of fluids, and 
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complete bladder drainage. In this way urinary sepsis 
and the formation of calculi are prevented. 


PROSTATIC CALCULI 


It is by no means uncommon for calculi to develop 
within the prostate, as concretions in the ducts. They 
are usually multiple and small (1-2 mm. in diameter) 
but sometimes they may be considerably larger. 

Calculi may develop in the prostate of normal size, 
in the small sclerosed gland, or in a prostate with benign 
hypertrophy. Almost invariably there is an associated 
chronic infection. The calculi tend to develop in the 
peripheral part of the gland, and so when a benign 
adenoma is present the calculi lie in the plane of cleavage 
between the adenoma and the surgical capsule. 

This diagnosis should be suspected when a patient 
with a hard, irregular gland suffers from recurrent 
attacks of urinary infection. The similarity to car- 
cinoma is striking and differentiation can seldom be 
made on clinical grounds. Although one can sometimes 
confirm the diagnosis of prostatic calculi by eliciting 
crepitus on digital palpation, it most often requires 
confirmation by X-ray examination. 

Prostatic calculi do not as a rule cause any symptoms 
beyond a tendency to urinary infection, but since they 
are often associated with mild prostatic obstruction 
(benign enlargement or sclerosed bladder-neck) they 
are removed when the prostatic obstruction is relieved 
by operation. Occasionally the calculi are very large 
and lead to extensive destruction and infection of the 
gland with marked urinary infection. Surgical removal 
of the prostate and calculi by any of the accepted 
routes for prostatectomy is then necessary. 


PROSTATIC INFECTION 


(a) Chronic Prostato-Vesiculitis 


This is an extremely common condition, and may 
cause unpleasant general and local symptoms. It can 
occur at any time after puberty, but most frequently 
in young adults, both married and single. The pro- 
static infection may be the aftermath of a gonorrhoeal 
urethritis, but one should bear in mind that septic 
teeth, tonsils and probably infections of the large bowel 
may be the underlying cause in more than 50 per cent. 
of cases. 

The general symptoms are protean; they include 
poor health, easy fatigue, mental irritability, rheumatic 
pains, and many others. The local symptoms include 
dysuria and diurnal frequency, urethral discharge, 
pain and discomfort in the perineum, sharp pain in 
the rectum on defaecation, and sexual symptoms such 
as precipitate ejaculation, impotence or abnormally 
increased sexual desire. 

Examination of the patient should be complete and 
thorough—the prostate can so easily be blamed as the 
nigger in the woodpile unless all systems are carefully 
investigated. A fresh specimen of urine usually shows 
prostatic threads, but in the more acute case it may 
be hazy or cloudy with pus. A useful routine is to have 
the patient void into two clean glass vessels before 
the prostate is palpated. A cloudy first glass and clear 
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second glass indicates an anterior urethritis; both 
glasses cloudy indicates a posterior urethritis or cystitis. 
The addition of a few drops of acetic acid is essential, 
since phosphates are completely cleared in a freshly 
voided urine, whereas a purulent urine remains hazy 
or cloudy. For practical purposes, sparkling clear 
urine means that there is no pus in the urine. 

The diagnosis of prostatitis is determined by the 
findings on rectal palpation and by demonstrating pus 
cells in the prostatic secretion. The cystoscopic findings 
in the posterior urethra are quite typical, but as a rule 
endoscopy is not necessary. 

The findings on rectal palpation will depend on the 
stage which the prostatitis has reached. A full, tender 
and boggy gland indicates congestion and lack of 
physiological drainage: it is frequently found in bache- 
lors and often in married men whose wives are busy 
bearing children. Hard and soft patches in the prostate 
indicate advanced prostatitis, and the expressed secre- 
tion is then usually abundant and grossly purulent; 
a more chronic form of the malady is indicated by 
a diffuse nodularity. When there is a single nodule 
the differentiation from carcinoma is always a problem. 

The seminal vesicles are nearly always involved 
together with the prostate. These glands may be full, 
turgid and tender and may fail to empty with pressure. 
More commonly a series of nodules is found above 
the border of the prostate, which indicates inflam- 
matory induration of the seminal vesicles. In such 
cases chronic thickening of one or both epididymes 
may be found. 


The treatment of prostatitis aims essentially at pro- 
moting good drainage, and this can usually be accom- 


plished by gentle massage of the prostate. Hot sitz 
baths, short-wave diathermy and ultrasonic therapy 
are useful in that they induce local vasodilatation. 
In the acute phase, while the urine is cloudy and puru- 
lent, massage should not be applied, and the patient 
should be given a sedative bladder mixture and a reliable 
urinary antiseptic until the acute symptoms subside. 
At this acute phase stilboestrol is useful for producing 
sexual rest, but once the urine is clear and massages 
have effected good drainage, regular sexual intercourse 
is to be recommended. I am of the opinion that pro- 
statitis requires as little active medical treatment as 
possible and that the patient should be encouraged to 
keep the organs properly drained by regular, but not 
excessive, sexual intercourse. I also believe that a 
patient who has been treated for prostatitis should 
consult his doctor twice a year for many years there- 
after so as to prevent insidious deterioration. 


(6) Prostatic Abscess 


Acute abscess of the prostate is rare. When it does 
occur, the patient becomes acutely ill, with high fever 
and rigors, great perineal pain and frequently retention 
of urine or great difficulty in voiding. The diagnosis 
is quite simply established by the finding on rectal 
examination of a bulging tender mass over the prostate. 

The abscess may point and burst into the urethra, 
the perivesical space, or the rectum. This can usually 
be prevented by timely surgical drainage. The most 
satisfactory approach is via the perineum; a prostato- 
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tomy with drainage will relieve the situation. It is 
rather uncommon for a prostatic abscess to be seen 
and diagnosed early enough to warrant treatment with 
antibiotics only. 


SEXUAL SYMPTOMS 


(a) Precipitate Ejaculation 


This is of extremely common occurrence; it is almost 
the rule for the average bridegroom. The sexual orgasm 
occurs as a result of both psychical and physical stimuli, 
and in the fervour of the first matings the reflex is in- 
clined to be exaggerated in the male. As the couple 
become adjusted to married life this difficulty dis- 
appears, but in some men precipitate ejaculation remains 
a troublesome occurrence. The trouble may of course 
lie with the female partner who is unduly slow or frigid, 
but when the fault lies with the male the source of the 
trouble frequently is of prostatic origin. 

The prostate gland has been aptly described as the 
sexual heart and it is believed that within or around it 
lies the trigger which sets off the orgasm. It is the 
first of the sexual glands to be emptied of its contents 
when orgasm occurs and it is followed a second or so 
later by the seminal vesicles. 


The treatment of precipitate ejaculation needs great 
patience and is seldom satisfactory. Bearing in mind 
that the upset may be either psychical or local, or even 
due to unknown factors, I have found treatment along 
the following lines useful: 


1. Recommend that both partners read a sound 
book on married life. 


2. Recommend that the husband sleeps in a separate 
bed, and preferably in a separate room. 


3. Treat the prostate gland if prostatitis is found. 


4. Prescribe a course of stilboestrol, up to 5 mg. 
3 times a day for several weeks. 


5. Carefully explain to the husband what one 
believes to be the trouble and give him patient en- 
couragement. 


6. Firmly recommend general measures which pro- 
mote good health, e.g. regular exercise, wholesome food, 
moderation in alcohol and tobacco habits, and above 
all, an optimistic outlook on the problem. 


(6) Impotence 


By this is understood a failure of firm and main- 
tained erection of the penis during coitus. It may be 
relative or complete, and is almost the reverse of pre- 
cipitate ejaculation. For the reasons outlined above, 
prostatic disease may occasionally be the cause, although 
experience has taught that the trouble is more fre- 
quently psychical. The sexual act depends upon a 
finely-adjusted mechanism which, like digestion, is 
often upset by mental conflicts and hidden anxieties. 
Once firmly established impotence is an obstinate 
complaint: the patient eventually loses all faith in him- 
self and wifely suspicion of outside attractions does not 
improve matters. The family doctor is the person best 
suited to sift out disturbing influences, and often after 
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a series of friendly interviews the position begins to 
correct itself. 

In more obstinate cases the help of the urologist or 
psychiatrist may be needed, but good results are dis- 
appointingly few. From the urological point of view 
the external genitalia and accessory glands should be 
carefully examined, and here most attention is given 
to the prostate. If prostatitis is present it should be 
treated; but even in these cases I believe that the 
treatment of the prostatitis should be combined with 
strong psychotherapy. I have known a case temporarily 
cured by prescribing methylene-blue tablets, the good 
effect being wholly due to the passage of deep blue 
urine. 
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The general measures outlined above for the treat- 
ment of precipitate ejaculation are equally well applied 
to impotence. The administration of stilboestrol, 
however, is omitted and consideration is generally 
given to the use of a male stimulating hormone. 

What is the value of stimulation with male hormones 
for sexual impotence? A powerful stimulant exists 
in the form of testosterone, given orally and by injec- 
tion, but in normal males with normally-developed 
testes these hormones seem to have no appreciable 
stimulating effect. The general anabolic effect on 
elderly people and infants is remarkable, but as a 
stimulus to sexual activity in a normally-endowed male 
| have yet to see a favourable response. 


UNDESCENDED TESTIS* 


J. H. Louw, Cu.M. 
Department of Surgery, University of Cape Town and Groote Schuur Hospital, Cape Town 


The abdominal position of the testis in the human foetus 
was known to Galen in the 2nd century and Vesalius 
described the tunica vaginalis in the 16th century.* 
It was, however, not until the 18th century that attention 
was focussed on the descent of the testis by the Swiss 
physiologist Baron Haller and this led the English 
surgeon John Hunter to undertake his classic research 
into the subject.*!» Notable contributions since that 
time have been made by Lockwood, Sir Arthur Keith, 
Lee MacGregor and Denis Browne.*: 7 Today 
there is an enormous volume of literature on the subject 
yet there are but few conditions upon which more 
conflicting diagnosis and advice is obtained from the 
medical profession.': 


It is the purpose of this paper to endeavour to point 
out the reasons for differences of opinion and to formu- 
late a scheme of management which will be of value to 
those who have to deal with the condition. The findings 
in 71 cases treated at Groote Schuur Hospital during 
the past 2 years are incorporated. 


DEFINITION AND TERMINOLOGY 


There is and has been a great deal of confusion in 
terminology on the subject of undescended testis. No 
two authors are in agreement; similar terms are used to 
denote different conditions; and different terms are used 
to denote the same condition. I suggest that the terms 
Imperfectly Descended Testis or Undescended Testis 
should be used to include ai// varieties and put forward 
the following definition: An imperfectly descended or 
undescended testis is one which has failed to, cannot and 
will not enter the scrotum spontaneously. \mperfect 
descent is further subdivided into: 


1. Incomplete descent—The testis has been arrested 
along the normal course of descent. 


*A paper presented at the South African Medical Congress, 
Port Elizabeth, June 1954, 


2. Ectopia—The testis has deviated from its normal 
course after having passed through the entire length 
of the inguinal canal. 

These two main varieties are further subdivided as 
indicated in Figs. 1, 2 and 3. The phraseology is that of 
Denis Browne.° It should be noted that the position of 
the testis is indicated by a range. Thus the entrant 
inguinal type moves in and out of the abdomen into the 
inguinal canal, and the emergent types move in and out 
of the inguinal canal into the subcutaneous tissues of the 
groin. 

The reported incidence of undescended testes varies 
from 0.2°% to 3.3°, with an average of 1 % 17 18, 31 
At Groote Schuur Hospital we treated 71 cases over a 
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Fig. 1. (After Browne °). Incomplete descent. 
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Fig. 2. (After Browne 5). Inguinal ectopic testes. 
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Fig. 3. Other types of ectopia. 


period of 2 years and during the same time the total 
number of general surgical and urological operations was 
10,170. Further analysis of our cases is illustrated in 
Fig. 4. It should be noted that the left side was more 
frequently affected, that incomplete descent was more 
common than ectopia, that bilateral ectopi was rare, and 
that the commonest types were emergent inguinal incom- 
plete descent and superficial inguinal ectopia. Europeans 
seem to be more frequently affected than non-Europeans. 


DIAGNOSIS 


Inaccurate diagnosis seems to be responsible for most of 
the differences of opinion on the subject of undescended 
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Fig. 4. Imperfectly descended testes: 71 cases. 


testis. It would appear that there are still many who fail 
to recognize so-called retractile or migrating testes, which 
are not undescended at all but merely a variant of the 
normal in small boys.': 12, ® They are diagram- 
matically represented in Fig. 5. 

Retractile testes are extremely common in infancy and 
early childhood.': *»7 When the child is stimulated by 
cold or fright, his testicles are drawn up into the sub- 
cutaneous tissues of the inguinal region and remain 
there either momentarily or for long periods, thus leaving 
the affected side of the scrotum empty and simulating 
imperfect descent. By the age of 8 years this retractibility 
of the testis is much less common and at puberty the 
condition is rare. Only very occasionally are retractile 
testes encountered in adults—we recently had a case in a 
man aged 57 years. 

We have found that 2 out of every 3 boys referred to 
our out-patient clinics by experienced practitioners and 
paediatricians with a request to treat their undescended 
testes have in fact had retractile organs. Denis 
Browne *7 and Ian Aird! relate similar experiences. 
It is thus pertinent to mention the following points which 
favour a diagnosis of retractile testis: 

(1) a history that the testis has been seen or felt in the 
scrotum, 
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NULACIN 


for the control 


of gastric acidity 


The key to successful 
Peptic Ulcer Therapy 


“4 


account for the successful clinical behaviour 
of NULACIN. NULACIN TABLETS cre 
indicated whenever continuous acid neutralization 
of the gastric contents is required: in active and 
quiescent peptic ulcer, gastritis, gastric hyperacidity. 


DOSAGE 


Beginning half-an-hour after food a NULACIN 
Tablet should be placed in the mouth and 
allowed to dissolve slowly. 


; composition and unique manner of use 


During the stage of ulcer activity up to three tablets 
an hour moy be required. For follow-up treatment 
the suggested dosage is one or two tablets 
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* Rapidly attained therapeutic levels 


¢ Adequate broad-spectrum action 


¢ For use when oral therapy is not practical or is contraindicated 


* Just 100 mg. (one single-dose vial) every 8 or 12 hours is 
adequate for most infections in adults 


* Usually well tolerated on DEEP intramuscular injection (Con- 
tains procaine to minimize local tissue reaction) 


¢ When reconstituted, forms a clear solution 


Supplied: In dry powder form, in single-dose, silicone-treated, 
“drain-clear” vials. When reconstituted by addition of 2.1 cc. of 
sterile aqueous diluent, each single dose (2 cc.) contains: 


Crystalline Terramycin hydrochloride . . . . . . 100mg. 
Magnesium chloride . . .... .. . «+ « 1OOmg. 
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How often you hear the troubled parent complaining: “He doesn’t eat a thing . . . just toys with his 
food.” And how often the mother’s anxiety is justified by the child’s thin little frame. True, 
most physically backward children benefit from one tonic or another, but there are those 
who show little or no response at all. For them, the answer might well be vitamin B,,. 
Sharpened appetite, improvement in well-being and notable weight gains have all 
been observed following oral doses of B,,. Glaxo present oral vitamin B,, as 
Cytacon. Two forms are available—sugar-coated tablets and a sweet 
flavoured liquid for teaspoon doses. 


CY TACON 


Tablets ‘10° (10 micrograms) in bottles of 50 and 500 
Tablets ‘50° (SO micrograms) in bottles of 25 and 250 
Liquid (25 micrograms per fluid drachm) in bottles of 6 fluid ounces 


pe GLAXO LABORATORIES (S.A.) (PTY.) LTD., P.O. BOX 9875, JOHANNESBURG 
Agents : M. & |. Pharmaceuticals (Pry.) Led., P.O. Box 784, Port Elizabeth. 


food for 
featherweights 


Underweight children—particularly marasmic and premature infants—have a 
priority need for protein. And with Casilan, there is no difficulty in meeting these 
heightened protein needs. Flavourless, odourless, superfine in texture, this whole 
protein powder blends as unobtrusively with bottle feeds and milk mixtures as with 
adult fare. No fear, then, that Casilan will disrupt the baby’s mealtimes; nor that 
it will call for fussy preparation. The 


powder is simply mixed with milk, water 
or stock, It’s as simple as that! 
Trade mart 


Worth its weight in protein 


In 8-oz. and 40-oz. containers 
Special terms to Welfare Authorities 
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(2) a normally developed scrotum, 
(3) absence of a hernia, and 

(4) the testis can be manipulated into the scrotum by 
compressing the inguinal region from above downwards 
and pushing the testis towards the scrotum with the 
finger-tips. 

If there is any doubt about the diagnosis, it is wiser 
to defer an opinion pending further examinations, which 
should always be made in a warm room and with warmed 
hands. 

Two other points in the diagnosis of undescended 
testes are (1) that a testis which is visible in the groin is 
most probably ectopic, and (2) that a testis which is 
difficult to feel and cannot be picked up between the 
fingers is not subcutaneous but in the inguinal canal. 


THE FATE OF THE UNCOMPLICATED UNDESCENDED TESTIS 


Two main aspects, viz. the possibility of further postnata! 
descent and the effect on spermatogenesis, have to be 
considered. 

1. Further descent. Normally descent occurs at the 
end of the 7th intra-uterine month and is complete at 
birth.'. >. 7. *! If the testes of full-term babies have not 
yet reached the scrotum, they must be regarded as 
undescended. Controversy exists as to whether such 
testes can descend further during postnatal life. 

About ectopic testes there is no argument and every- 
body agrees that they will not descend further after birth. 
However, there are many who believe that incompletely 
descended organs will descend during the prepubertal 
17, 18, 24, On the other hand, authorities such 
as Browne,*.* Aird,! Bevan*® and Eisenstaedt 
emphatically oppose this view. I agree with the latter 


and, like them, I believe that those who subscribe to the 
former view do so because they fail to distinguish 
retractile from undescended testes. In a reasonably large 
experience I have not yet seen a case where a truly 
undescended testis has entered the scrotum spon- 
taneously. 


RETRACTILE 


RANGE 


ADULT 


RANGE 
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Fig. 5. (After Browne *). Normal varieties. 
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2. Spermatogenesis. It is well known that the semini- 
ferous tubules of undescended testes do not develop 
normally.': 17, Abdominal testes are most severely 
affected: degenerative changes are recognizable as early 
as the 4th year of life, are well marked by the age of 
8 years, and in about 90° of cases advance to complete 
degeneration of the germinal epithelium at puberty.': 
Although the interstitial cells are not grossly affected, the 
testis itself diminishes in size and becomes atrophic.*: 
Inguinal testes are less affected and ectopic testes still less. 
These points are illustrated in Fig. 6, which reflects an 
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Fig. 6. Undersized testes. 


analysis of 47 of our cases where the size of the testis was 
recorded at operation. It is clearly shown that the size of 
the testis tends to diminish with advancing years. 


DESIRABILITY OF BRINGING THE TESTIS INTO THE SCROTUM 


The following factors render it desirable that the testis 
should be brought into the scrotum: 


1. Improvement of Fertility 


Animal experiments have shown that early reposition 
of the undescended organ into the scrotum will prevent 
further degenerative changes.’:*»* =MecCollum 
studied the fertility of adults previously operated upon 
for bilateral undescended testes and found that it could 
be computed at 82°, instead of at the expected 10°%. 
Further investigation of this aspect is however still 
required before final conclusions are drawn. 


2. Prevention of Psychological Trauma 


There is no doubt that boys who have reached the 
school-going age become self-conscious about their 
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disability and this may have a profound effect on the 
subsequent mental development. Other writers '* * 
have commented upon this aspect and I have seen several 
cases in point. 


3. Prevention of Complications 


Complications occurred in 19 (27%) of our cases. 
These are indicated in Fig. 7, and are commented on 
below: 


IRREOUCIBLE HERNIA" 


ATROPHY. 
4. TORSION. 
TRAUMA. 
SEMINOMA. 


"HERNIA PRESENT IN 64 


Fig. 7. Complications: 19 cases. 


Hernia. \n most reported series the incidence of hernia 
associated with undescended testis is quoted as 
90°,.% 1 17,18 Of our 71 cases 64 had hernias and in 6 
of them irreducibility of the hernia brought the patient 
to hospital. 

Atrophy. In 5 of our cases the testes were completely 
atrophic. The ages of these cases ranged from 13 to 
23 years. In 3 the testes were intra-abdominal; in | 
entrant inguinal; and in | emergent inguinal. 

Torsion. It is stated that 50°, of cases of torsion occur 
in undescended testes.'. We had 4 cases that presented 
with torsion, and during the same period there were 4 
cases of torsion of normally descended testes. 

Trauma. The undescended testis, especially the perineal 
ectopic type is obviously more liable to trauma than a 
scrotal organ. In 3 of our cases trauma to an undescended 
testis brought the patient to hospital. 

Malignant Disease. The incidence of malignant disease 
in undescended testes has been the subject of a great deal 
of controversy, but today most authorities are agreed 
that the undescended organ is much more prone to 
malignancy than a scrotal testis.': * 15, 17,25 This 
applies particularly to abdominal testes. In our present 
series there was | case which developed a seminoma of 
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an undescended testis. During the same period only 
5 cases of malignancy in scrotal testes were treated in the 
hospital. Furthermore, our hospital records reveal that 
since 1940 there have been 22 cases of malignant disease 
of the testis and 2 of these occurred in undescended 
organs. 

While there is no doubt that replacement of the 
undescended testis into the scrotum will to a large extent 
obviate the chances of irreducible hernia, atrophy, 
torsion and trauma, there is no evidence that the chances 
of malignant change will be reduced. Nevertheless, a 
testis which remains in the abdomen and becomes 
malignant has little chance of being diagnosed until 
extension has occurred, whereas one that has been placed 
in the scrotum can be detected and treated at an early 
stage. 


CURRENT METHODS OF THERAPY 
1. Watchful waiting 


This policy is based on the erroneous view that 
undescended testes may descend into the scrotum during 
the prepubertal years and merits no further discussion. 


2. Hormones 


Since 1930, when Schapiro’ reported successful 
treatment of hypogenitalism with cryptorchidism by 
gonadotropic hormones, the literature has accumulated 
numerous reports of so-called triumphs for this type of 
treatment. Although it is now generally agreed that 
hormonal therapy should not be employed if the testis 
is ectopic or if a large hernia is present, there are still 
many who recommend its use for incomplete 
descent.": 27, 28 

The following criticisms have been levied against the 
claims made for hormonal treatment: 

1. There is no reason to suspect endocrinal dysfunction 
except in those few individuals of the Frolich type with 
bilateral undescended testes—they comprise less than 
3°, of all cases.*: 7 

2. It is difficult to believe that gonadotropins can 
dissolve the fibrous adhesions that hold the undescended 
organ to the inguinal region and posterior abdominal 
wall. Indeed, in animal experiments hormones tend to 
increase the adhesions about the testis.’ 

3. Hormones will encourage retractile testes to remain 
in the scrotum at an earlier age than they would normally 
do, and Denis Browne °: * suggests that it is the response 
of retractile testes, misdiagnosed as undescended, that 
supply the majority of so-called cures. 

The balance of evidence is clearly opposed to the 
routine use of hormones and for this reason this type of 
therapy has been abandoned in most English and many 


American centres.!+ 7, 12, 17, 19 
It has been argued that hormones should be used to 
distinguish between retractile and undescended 


testes.2*. ** Such an attitude does not seem justified for 
the following reasons: 

1. Clinical diagnosis is more scientific and much 
cheaper than a course of injections. 

2. If given at too young an age hormones may produce 
precocious sexual development.” 
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3. Excessive stimulation of the testis by gonadotropins 
may lead severe and irreversible atrophic 
changes.'*: 1%, 22 

4. The injections are more disturbing to the child than 
a single operation, and in 90% of cases herniotomy will 
have to be done in any case.°® 

In summary, therefore, it is recommended that 
hormones should be reserved for undescended testes ii 
patients of the Frolich type with bilateral incompletely 
descended organs accompanied by genital hypoplasia, 
i.e. the type of case that would require hormones regard- 
less of the situation of the testes. 

There is some justification for the use of hormones for 
some days pre-operatively as an adjunct to surgery 
and for the use of 1.C.S.H. post-operatively in patients 
with very small testes. 


3. Surgical treatment 


Although most authorities are today agreed that 
surgery is the only rational method of treating undescend- 
ed testes, there are differences of opinion regarding the 
best time for operation. Once again retractile testes 
seem to cloud the issue and are probably responsible for 
the attitude that operation should be deferred to the age 
of 10-12 years.’ 17, 28, 31 

I recommend that the best time for orchidopexy is 
between the ages of 5 and 7 years depending on the 
physical and mental development of the boy. In bilateral 
cases or where complications occur, earlier treatment 
will be necessary. My reasons for this attitude are: 

1. Accuracy of diagnosis. It is often difficult to 
distinguish retractile from undescended testes in small, 
fat boys under the age of 5 years, and the child may be 
rushed into an unnecessary operation if orchidopexy is 
performed before this age. 

2. Technical difficulties. \t is agreed that orchidopexy 
is undesirable during the first few years of life because of 
the friability of the peritoneum, the delicacy of the 
dissection and the difficulty of after-care.'’ By the time 
the child has reached the age of 5 or 6 years, however, 
any competent surgeon can manage quite easily. 

3. Psychological effect. This is often brushed aside 
as of no significance.®»’7 Nevertheless, we have seen 
profound effects on boys who have not been treated until 
after the school-going age, and therefore feel that the 
operation should not be postponed beyond the age of 
7 years. 

4. Spermatogenesis. Preservation of spermatogenic 
function is the prime reason for operating on these boys, 
and since degenerative changes may occur as early as 
the 4th year of life ™ it is desirable that orchidopexy 
should be performed as soon after that age as possible. 

5. Associated hernia. As a rule infant hernias should 
be operated upon during the first 2 years of life. If 
accompanied by an undescended testis, however, it is 
better to defer the operation until the structures are of a 
favourable size for orchidopexy.'’ A troublesome or 
irreducible hernia, on the other hand, may force the issue 
at a much earlier age. 

6. Complications. These may also render an operation 
necessary at an earlier age but the risk that complications 
might occur is not so great as to justify early operation 
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in every case and it is better to wait until the age of 
5 years. 


RESULTS OF SURGICAL TREATMENT 


The results in our 71 cases are indicated in Fig. 8. 
Orchidectomy was performed in 5 cases—in 2 for 
atrophy, in 2 for torsion and in | for seminoma. If these 
cases are excluded, we can claim a 80°, satisfactory 
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{Fig. 8. Treatment: 71 cases. 


result, i.e. the scrotum was made to hold a testis of 
reasonable size and consistency without subsequent 
retraction or atrophy. 

Fourteen of our cases have been classed as unsatis- 
factory—in 4 of them there was subsequent atrophy, 
and in 10 the testis could not be brought well down into 
the scrotum or retracted subsequently. The latter will 
require a second operation which should be successful 
in more than half of them. 
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HYPOTHERMIA AND CONTROLLED CIRCULATORY ARREST* 
ALAN GLEN, M.B., Cu.B., F.R.C.S.E. 


Pretoria 


Surgical intervention in the human organism, though 
widely extended in recent years by improvements in 
surgical technique, by great advances in methods of 
anaesthesia, and by the cover provided by powerful new 
antibiotic drugs, has been limited by the necessity of 
maintaining at normal temperature the metabolism of 
the body as a whole and the blood supply to vital organs 
in particular. Circulation to the heart and brain can be 
arrested for only 2 or 3 minutes without gross tissue 
damage, that to the liver and kidneys for relatively 
longer periods and to the limbs for possibly an hour or 
more at a time. When arterial blood supply is interrupted 
metabolism proceeds as before in the isolated segment, 
oxygen debt rapidly accrues, metabolites accumulate and 
tissue damage takes place. If, however, body temperature 
is lowered, metabolic processes are slowed, oxygen 
consumption is reduced and the period during which 
cessation of blood supply is tolerated is extended. 


General hypothermia has been investigated as a means 
of reducing the oxygen requirements of the body suffi- 
ciently to allow of prolonged interruption of the blood 
flow to vital organs and thus to make possible definitive 
surgical attack upon those organs in a state of virtual 
metabolic arrest and circulatory standstill. Three 
principal methods of attaining general reduction of body 
temperature have been developed: 

(1) Surface cooling. After induction of anaesthesia 
the body may be immersed in a cold bath, it may be 
exposed to a draught of cold air, or it may be surrounded 
by cooling coils or a cooling blanket. Body temperature 
falls toward that of its environment and the process 
may be interrupted at any stage. Surface cooling is 
extremely simple and has been widely used, but it has 
the disadvantage of having to overcome the normal and 
vigorous defence-mechanism of the skin. Surface cooling 
causes a widespread peripheral vaso-constriction, a rise 
in blood pressure and an acceleration of heart rate until 
this defence-mechanism has been overcome and cooling 
takes place. Shivering also is frequently a problem, and 


* A paper presented at the South African Medical Congress, 
Port Elizabeth, June 1954. 


has to be counteracted by deepening the level of anaesthe- 
sia or using muscle-relaxants in addition. 

(2) By creating an artificial arterio-venous fistula and 
cooling the blood in an extra-corporal circuit a steady 
and controllable fall in body temperature can be attained. 
This method has the great advantage of avoiding the 
temporary physiological upset occasioned by surface 
cooling when the defence-mechanism of the skin is called 
into play, of causing virtually no shivering, and of being 
employed under local anaesthesia if required, with no 
apparent discomfort to the patient. It has the dis- 
advantage that a major artery is used and possibly 
sacrificed. This method has been used exclusively in the 
experimental work reported in this paper. 

(3) The administration of certain drugs or combina- 
tions of drugs with specific action upon the thermo- 
regulating mechanism and autonomic nervous system 
results in a lowering of body temperature. Our personal 
experience with these drugs is still very limited, though 
their use with one or other of the foregoing methods of 
cooling would appear to be a logical development 
towards safe hypothermia in the human subject. 


METHOD 


In experiments carried out in Pretoria during the past 
12 months, mongrel dogs weighing between 25 and 100 Ib. 
were used and hypothermia was induced by circulatory 
cooling in an extra-corporal circuit—the so-called 
artificial arterio-venous fistula. This method was 
originated by Delorme in the Wilkie Surgical Research 
Laboratories in Edinburgh. 

After anaesthetization with minimal intravenous doses 
of nembutal or pentothal, dogs were intubated and 
connected to a closed circuit so that small supplementary 
amounts of cyclonal could be used if required. Artificial 
respiration could also be maintained through this circuit. 
The femoral artery and vein were exposed and short 
metal cannulae introduced into each. These cannulae 
were fixed into the ends of a 9-foot length of polythene 
tubing which lay completely immersed in a bath of 
refrigerant solution kept at —4° C. Release of the clamp 
on the femoral artery allowed the blood to flow through 
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the tubing and return via the femoral vein into the 
general circulation. Subcutaneous and rectal thermo- 
meters were placed in position and where required a 
second cannula was introduced into the opposite femoral 
artery to record mean femoral blood pressure. Recordings 
were made of heart-rate, blood pressure, temperature and 
respiration rate every five minutes. 
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Fig. 1. Diagrammatic representation of extra-corporal circuit used 
for circulatory cooling. 


FINDINGS 


On an average cooling took place at the rate of about 
1° C in 5 minutes in summer and more rapidly in winter. 
As the temperature fell there was a smooth and parallel 
fall in heart-rate, blood pressure and respiration-rate 
without any preliminary rise. In 2 experiments where the 
secretion of urine was measured this was shown to have 
diminished in a similar manner as the body temperature 
decreased. Shivering was entirely absent though 
occasional slight muscle twitching was noted. Spon- 
taneous respiration usually ceased at about 28° C though 
it varied from dog to dog and occasionally persisted 
when the body temperature was as low as 25°C. 
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URINE SECRETION (DROPS PER MINUTE) 


Fig. 2. Readings taken during the cooling of a dog, showing the 
smooth and parallel fall in temperature, heart rate, blood pressure 
and urine secretion. 


The significant feature of all the experiments was the 
obvious maintenance of oxygenation as shown by the 
bright red tongue of the animal even after spontaneous 
respiration had ceased and when no artificial respiration 
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was being maintained. The temperature of the dogs was 
usually taken down from 37 or 38°C to 25°C and the 
cooling circuit was then interrupted by clamping the 
inflow from the femoral artery. Once this had been done 
the temperature of the animal remained virtually stable 
at or just below 25°C for at least 1 hour and then 
proceeded to rise very slowly thereafter. 

In the earlier experiments recovery was carefully 
supervised and expedited by immersing the animal in 
a warm bath until respiration was definitely re-establish- 
ed, but later, when we had become confident that artificial 
respiration was not necessary at low temperature, the 
animals were returned to their cages at 25°C without 
artificial respiration or supervision and were found fully 
recovered and alert the following morning. We do not 
advocate this as a routine method of handling, but we 
feel that it emphasizes the greatly reduced demand for 
oxygen in the tissues of the cooled animal. 

Attempts to cool dogs below 23°C frequently resulted 
in ventricular fibrillation and death. We also noticed 
that too rapid cooling such as the use of a refrigerant 
solution at —12°C tended to produce ventricular 
fibrillation at a much earlier stage, even before the 
temperature of the animal had dropped as far as 25°C. 


Interruption of General Circulation 


A series of experiments was carried out on animals 
cooled to 25°C. The right chest was opened and the 
inflow to the heart temporarily occluded by clamping 
the vena azygos, the superior vena cava and the inferior 
vena cava. The heart could be seen to shrink visibly as 
all inflow was cut off, but maintained its rhythm and its 
rate for some minutes. Gradually, however, a more 
heaving type of action became noticeable and at the end 
of 7 or 8 minutes the heart was definitely labouring. 
Allowing a small amount of blood into the heart rapidly 
restored its smooth action, whereas sudden release of the 
occluded inflow inevitably caused enormous and 
immediate over-distention, embarrassment and fibrilla- 
tion and resulted in death within a minute or two. If, 
however, the inflow was again rapidly occluded, the 
heart emptied by massage and the inflow allowed to 
return very gradually, the heart would often revert to 
normal rhythm and the animal survive apparently 
unharmed. 

In repeating these experiments it became obvious that 
it was the sudden release of the inferior vena cava which 
caused the cardiac over-distention and embarrassment, 
and that this vessel returned by far the greater volume of 
blood to the heart. That the mechanical over-distention 
of the heart was a major factor in causing embarrassment 
could be shown by tapping off blood from the interior 
vena cava before releasing the clamp. With the resulting 
diminution in sudden flow to the heart, little or no 
enlargement was seen as the circulation was restored. 
Complete circulatory arrest could be safely maintained 
up to 10 minutes with little danger of cardiac arhythmia, 
provided the above precautions were observed. 

After 12 minutes we found cardiac embarrassment to 
be relatively frequent and none of our animals survived 
over 20 minutes of complete arrest of cardiac inflow. 

In these experiments the heart continued of course to 
beat in spite of an arrested coronary flow and therefore 
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Fig. 3. General circulatory arrest in the cooled animal. The effect 
of interrupting the venous inflow to the heart upon the femoral 
arterial blood pressure. T=right thoracotomy, A=vena azygos 
clamped, S=-superior vena cava clamped, I=inferior vena cava 
clamped, A,=vena azygos released, S,=superior vena cava 
released, 1,= inferior vena cava released. 
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accumulated an oxygen debt even at the reduced tempera- 
ture. Recent work done elsewhere has shown that cardiac 
arrest can be achieved by perfusing the coronary circula- 
tion with potassium-chloride solution and this should 
enable the heart to be defunctioned for very much longer 
periods with less risk of its being unable to maintain 
normal rhythm when circulation is re-established. The 
question of a relative acidosis developing in the arrested 
venous blood and its effect upon cardiac function will 
also require further investigation. 


Interruption of Cerebral Circulation 


A small number of dogs were cooled to 25°C and the 
entire arterial blood supply to the head, neck, brain and 
forelimbs interrupted by clamping both brachio-cephalic 
arteries at their origin from the aorta through a high left 
thoracotomy. Immediately the clamps were applied the 
tongue, previously bright red in colour, was seen to 
blanche to an unhealthy grey-white, shrink visibly in 
size and remain thus until the circulation was re- 
established, when it returned within a few seconds to its 
normal state. 


Total interruption of cerebral blood supply was main- 
tained for from 30 to 55 minutes. All animals recovered 
with no apparent brain damage, judged by their general 
behaviour and alertness within a few days of the 
experiment. 
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Total exsanguination 


One dog was cooled to 25°C and then exsanguinated 
via the femoral arterial cannula. When blood had ceased 
to flow from the artery it was re-introduced via the 
femoral vein. This animal recovered normally. 


Coronary Arteriography 

In the cooled animal when venous inflow to the heart 
has been stopped a clamp can be applied to occlude the 
aorta immediately above the origin of the coronary 
vessels. Pyelosil injected into the aorta proximal to the 
clamp is forced into the coronary arteries and gives a 
clear picture of the coronary circulation on X-ray 
examination. Heart action appeared unaffected by this 
manoeuvre. 


Cerebral Arteriography 

By temporarily occluding the carotid arteries in the 
neck of the cooled animal and injecting Pyelosil distally, 
excellent X-ray pictures of the cerebral arterial system 
can be obtained. As the blood flow is occluded the 
contrast medium is not rapidly whisked away and it 
should be possible to fill the vessels selectively by 
increasing the amount of medium used for each exposure. 


CONCLUSION 


Hypothermia offers a practical method for reducing the 
oxygen consumption of the body to a very low level and 
sO permitting the interruption of circulation for lengthy 
periods without tissue damage. It promises to extend to 
the cardiac surgeon and neuro-surgeon the bloodless 
field at present enjoyed by the orthopaedist. The 
apparent absence of surgical shock at low temperature 
may permit the general surgeon to undertake far more 
extensive procedures than are deemed justifiable at 
present. It may well prove to have a place in the 
treatment of medical conditions where adequate 
oxygenation cannot be maintained at normal tempera- 
ture, and in the surgery of childhood may prove life- 
saving in the management of the child with hyperpyrexia 
who has to undergo an urgent surgical operation. 
Hypothermia certainly warrants careful and extended 
investigation. 

The use of an extra-corporal cooling circuit was demonstrated 
to me by Dr. Delorme in Edinburgh and it is a pleasure to acknow- 
ledge his original work in this field. My thanks are due also to a 
number of colleagues who have given freely of their time and whose 
willing co-operation made this investigation possible; in particular 
to Professor James Barnetson, Director of the Institute for 
Pathology, Pretoria, Dr. O. V. S. Kok, head of the Department of 
Anaesthetics, and members of his staff, Mr. Rothman of the 
Technical Department, Pretoria University, and Sister Goosen, 
Theatre Sister at the Andrew McColm Hospital, Pretoria. 


DOCTORS WHO CHANGE THEIR ADDRESSES 


Backenberg, J. P. H., Morrisonlaan 51, Rietondale, Pretoria. 

Bamford, T. M., P.O. Box 40, Oogies, Transvaal. 

Bingle, J. P., Posbus 40, Oogies, Transvaal. 

Chamberlain, T. R. 16 Surrey Road, Kensington, Johannesburg. 

Du Toit, I. S., 52 Church Street, Wellington, C.P. 

Everill, S. F. H., 65 Oribi Road, Pietermaritzburg. 

Gillanders, A. D., 704 Mackay Mansions, Rissik Street, Johan- 
nesburg. 

Harvey, R.J., 28 Finsbury Avenue, Auckland Park, Johannesburg. 

Lawrence, J. J., 16 Dunvista Mansions, Banket Street, Hillbrow, 
Johannesburg. 

McLean, C. M., 113 Manners Mansions, Jeppe Street, Johan- 
nesburg. 

McPhail, A. V., 180 St. Frusguin Street, Malvern, Johannesburg. 


MacQuillan, C. J.. Kowie West, Port Alfred, C.P. 

Medalie, J. H., 101 Buckingham Court, corner of Quartz and 
Leyds Street, Hillbrow, Johannesburg. 

Meidlinger, J. G., P.O. Box 711, Welkom, O.F.S. 

Ryrie, D. R., ‘The Howe’, Weltevreden Avenue, Rondebosch, C.P. 

Senior, N. E., St. Andrew’s School, Bloemfontein. 

Titlestad, E.. c/o Mr. R. Titlestad, “Kwa-Cagide’ Trading 
Store, Hammarsdale, Natal. 

Van Coller, P. E., 11 Mons Road, Waterkloof Ridge, Pretoria. 

Van der Westhuizen, I. P., p/a Drs. van Schalkwyk en Marais, 
Posbus 465, Windhoek. 

Van Waalwijk van Doorn, H. T., Dokterskwartiere, Esselen- 
straat, Algemene Hospitaal, Johannesburg. 

Van Wyk, F. A. K., Algemene Hospitaal, Pretoria. 


814 
| 


18 September 1954 


The report of the scrutineers on the results of the questionnaire ' 
wemey submitted to the medical profession of South Africa is 
as follows: 


ANALYSIS OF THE VOTING PAPERS IN CONNECTION WITH THE 
QUESTIONNAIRE ON THE SPECIALIST REGISTER 


The number of voting papers received was 2,588. 


Under Question A. Are you in favour of a reversion to the 
system which existed prior to the introduction of the Specialist 
Register in 1938? 


The votes were .. Yes 289 


No 2,299 


The 2,299 voters who voted No under section A cast their votes 
under Section B, C and D as follows: 


Indefinite 
Section B Totals Answers 
1. Are you in favour of a Register of 
Specialists only? 597 
2. Are you in favour of a Register of 
Consultants only? 1,249 44 


3. Are you in favour of 3 a Register of 
Specialists plus a Register of Consultants 409 


OFFICIAL ANNOUNCEMENTS 


MEDICAL ASSOCIATION OF SOUTH AFRICA: ANNUAL GENERAL MEETING 


Notice is hereby given that the Annual General Meeting of the 
Medical Association of South Africa will be held in the Hotel 
Assembly, Van der Walt Street, Pretoria, on Thursday, 28 October 
1954, at 9.30 a.m. 


Agenda 
1. Minutes. 


2. Annual Report and Balance Sheet. 
3. Election of Auditors. 
4. Induction of President. 
5. Other Business. 
A. H. Tonkin 
Secretary 
Medical House 
Cape Town 
7 September 1954 


MEDICAL ASSOCIATION OF SOUTH AFRICA: FEDERAL COUNCIL 


Notice is hereby given that a meeting of the Federal Council will 
be held in the Hotel Assembly, Van der Walt Street, Pretoria, on 
28 October 1954, at 10 a.m. 


Agenda 


. Notice convening the meeting. 

. Proxies. 

. Minutes of previous meeting (circulated). 
Matters arising out of the minutes. 

. Financial statement by the Honorary Treasurer. 
Report of the Executive Committee. 

. Reports of other Committees. 

. Reports deferred from the previous meeting. 

. Notices of motion transferred from the previous meeting. 
. New notices of motion. 

. Other business. 


A. H. Tonkin 
Secretary 
Medical House 
35 Wale Street 
Cape Town 
7 September 1954 


THE SPECIALIST REGISTER : VOTING RESULTS 


: AMPTELIKE AANKONDIGINGS 
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Indefinite 
Section C Totals Answers 
Are you in favour of a Statutory Register? 1,511 58 
Are you in favour of a Voluntary Register? 730 
Indefinite 
Section D Totals Answers 


Do you think that Specialists should .. Yes 152 43 
be allowed to do domiciliary visiting? .. No 2,104 


The 289 voters who voted Yes under Section A cast their votes 
under Section D as follows: 


Totals 
Do you think that No 

Specialists should Yes al 46 

be allowed to do Blank .. 18 

domiciliary visits ? 

Signed by Scrutineers 

J. P. de Villiers 
A. I. Goldberg 
J. A. Currie 
J. R. E. Lee 


1. S. Afr. Med. J., 28, 29 (17 July 1954). 


MEDIESE VERENIGING VAN SUID-AFRIKA: ALGEMENE JAARVERGADERING 


Kennis geskied hiermee dat die Algemene Jaarvergadering van die 
Mediese Vereniging van Suid-Afrika gehou sal word op Donderdag, 
28 Oktober 1954, om 9.30 vm., in die Hotel Assembly, Van der 
Waltstraat, Pretoria. 


Agenda 
1. Notule. 
2. Jaarverslae. 
3. Verkiesing van Ouditeure. 
4. Inleiding van President. 


5. Ander Besigheid. 
A. H. Tonkin 


Sekretaris 
Mediese Huis 
Kaapstad 
7 September 1954 


MEDIESE VERENIGING VAN SUID-AFRIKA: FEDERALE RAAD 


Kennis geskied hiermee dat ‘n vergadering van die Federale Raad 
gehou sal word op 28 Oktober 1954, om 10 vm., in die Hotel 
Assembly, Van der Waltstraat, Pretoria. 


Agenda 


. Kennisgewing van vergadering. 

Volmagte. 

Notule van vorige vergadering (reeds uitgestuur). 
. Sake vermeld in die notule. 

. Geldelike verslag deur die Ere-Tesourier. 
Verslag van die Uitvoerende Komitee. 

Verslae van ander Komitees. 

. Verslae uitgestel van die vorige vergadering. 

. Kennisgewings van voorstelle oorgedra van die vorige 
vergadering. 

. Nuwe kennisgewings van voorstelle. 

. Ander besigheid. 


A. H. Tonkin 
Sekretaris 
Mediese Huis 
Waalstraat 35 
Kaapstad 
7 September 1954 
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SOUTH AFRICAN MEDICAL AND DENTAL COUNCIL 
COUNCIL TO DEBATE THE REGISTRATION OF SPECIALITIES 


The 59th Meeting of the Council will be held in the Board 
Room, Technical College, Eloff Street, Johannesburg, com- 
mencing on Monday 20 September at 10 a.m. 

The matters on the Agenda include the following: 

Amendment of rules or regulations concerning (a) members’ 
fees and allowances, (b) recognition of M.B. B.S. Univ. Mel- 
bourne and F.F.A.R.C.S. (Eng.), (c) acceptance of provisional 
Matriculation exemption certificates, (d) conduct of which the 
Council may take cognizance, (e) specialist rules ré Neurology 
and Psychiatry, ( /) deletion of name of a practitioner's speciality. 

New rules for registration of additional qualifications by physio- 
therapists. 

The need for increased representation of medical practitioners 
on the Council or for reconstitution of membership of the Council. 

Reports of enquiries by committees into the conduct of certain 
(4) medical practitioners. 


_ Application for restoration to the register of medical practi- 
tioners. 


Consideration of the following amendment of Section 86 of 
the Medical, Dental and Pharmacy Act, as proposed by the Secre- 
tary for Health: “The death of a person whilst undergoing a 
surgical operation for therapeutic or diagnostic purposes, or 
whilst under the influence of a general or a local anaesthetic, or 
whilst undergoing electric or other “shock” therapy, or during 
the course of a blood or other intravenous infusion, or as ap- 
parently caused by an administration of a drug, or the death of 
a person in whom any of the aforementioned procedures has been 
a contributory factor, shall not be deemed to be a death from 
natural causes within the meaning of the Inquest Act, 1919, or 


the Births, Marriages and Deaths Registration Act, 1923, or any 
amendments of these Acts’. 

Consideration of Notices of Motion: 

Dr. du Pré le Roux: ‘That if reciprocity between the Nether- 
lands and the Union on a limited basis be accepted in terms of 
section 22 of the Medical, Dental and Pharmacy Act of 1928, 
as amended, the procedure laid down between that country and 
the Union be adopted as a basis for negotiation in so far as any 
other country is concerned’. 

Dr. R. Lance Impey: ‘(i) That, in the light of 25 years experience, 
a committee be appointed to reconsider and report on the con- 
stitution, rules and regulations of the Council. (ii) That this 
committee shall consist of the President, two medical men, a 
dentist and a layman. (iii) That the committee be empowered to 
invite evidence. (iv) That members of this committee be paid the 
fees and subsistence allowances at the rates paid to members of 
Standing Committees’. 

Prof. S. F. Oosthuizen: 
section 15 of the Medical, 
amended, which reads: 

“Registers shall be kept in which shall be entered the names, 
addresses, qualifications, dates of first registration thereof, and 
such other particulars including (in the case of medical practi- 
tioners and dentists) name of speciality, if any, as may be pre- 
scribed by the Council relating to (a) medical practitioners, (5) 
dentists etc.” 

giving the Council a discretion as to what may be entered in the 
Registers, Council express its views as to whether it will continue 
to register the specialities of medical practitioners and dentists.’ 

Appointments of Assessors in connexion with one medical 
practitioner’s account, and one dentist’s account. 


‘That in view of the provisions of 
Dental and Pharmacy Act, 1928, as 


SOUTH AFRICAN SOCIETY OF MEDICAL OFFICERS OF HEALTH (STATE MEDICINE) 


The Annual General Meeting of this Group of the Medical As- 
sociation of South Africa was held at Port Elizabeth on 21 and 25 
June 1954. 

Dr. J. P. de Villiers was in the Chair, and 22 other members 
attended. Apologies for absence were received from 7 members. 

The Group Constitution was amended to provide for the elec- 
tion as Honorary Vice-President (at a General Meeting of the 
Group) of persons who had been members for 10 years and who 
had retired from a full-time public health post. This would re- 
quire approval by Federal Council, subject to which Dr. T. Shadick 
Higgins was elected as the first Honorary Vice-President. 

The Chairman and Dr. H. Nelson were appointed to make 
representations to Medical Council on the subject of the registra- 
tion of medical officers of health as specialists, provided there 
should be no restriction of the functions of full-time medical 
officers of health. 

It was resolved that a local authority might permit one of its 
medical officers to attend its non-European employees injured on 
duty, and, in terms of the Medical Council's ethical rules, retain 
the fees payable by the Workmen’s Compensation Commissioner. 

The following office-bearers were elected: Chairman—Dr. 
J. W. Scott Millar; Secretary /Treasurer—Dr. A. H. Smith; 
members of Executive—Drs. H. Nelson, F. Hinsbeeck, S. Adler, 
W. J. van Zyl, H. Bernstein, E. D. Cooper, D. H. Pfeiffer: co- 
opted members of Executive—Drs. M. Maister, D. L. Ferguson, 
G. H. Gunn (Drs. J. P. de Villiers and F. K. Mitchell are members 
ex-officio). 

Dr. Scott Millar then took the Chair, and votes of thanks were 
accorded to Dr. de Villiers and Dr. Mitchell, the retiring Chairman 
and Secretary. 

A donation of £10 10s. Od. was voted to the Benevolent Fund. 

Sterilized Milk. At the request of Dr. du Pré le Roux, Secretary 
for Health, a deputation on this subject was received from the 
South African Agricultural Union. Dr. P. G. le Clus addressed 
the meeting and referred particularly to Dr. Richter’s address 
to the Medical Congress (reported in the Journal of 4 September 


1954, 28, 762). He urged the value of milk sterilization in assisting 
the distribution of milk and increasing milk consumption. While 
accepting that the same standards should be applied to pasteurized 
and sterilized milk, and that there should be supervision by health 
authorities, he held that outside the areas controlled by cities the 
registration of cowsheds was not possible and that the Union 
Health Department should be the controlling authority. If milk, 
cheese and butter factories were near each other production 
could be balanced. Mr. E. Fels spoke on the same lines, and said 
that his Union strongly favoured the establishment of units for 
the sterilizing of milk. He thought that standards would be re- 
quired for flavoured milk, skimmed milk and fresh milk, and that 
prices should depend on standards; also that the sale of sterilized 
milk should be permitted in all shops selling foodstuffs. 

In the discussion some members deprecated the application of 
different standards of hygiene at cowsheds supplying sterilized 
milk units from those supplying milk for sale as fresh or pasteu- 
rized. Dr. Férguson mentioned that the flavour of sterilized 
milk was affected if its fat-content exceeded 3%. Dr. le Clus 
hoped that the name of milk would still be applied to the flavoured 
product from which some of the fat was removed. 

There was considerable discussion on the question whether 
the regulations now applying to the production of fresh or pas- 
teurized milk should be applied to the production of sterilized 
milk. Most speakers expressed the opinion that if cowsheds 
supplying milk for sterilization need not be registered then efforts 
to improve the premises of fresh-milk producers would be nullified. 
Dr. Ferguson mentioned that in 1953 (before sterilization) the 
amount of milk discarded was 13 times as much as in 1954. 

Dr. le Roux said the decision of the Group was urgently needed 
for the guidance of his Department. Sterilized milk had come to 
stay and the product was nutritionally good. He was pleased that 
there might be an opportunity of getting production standards 
for all kinds of industrial milk (butter, cheese, condensed milk, 
etc.); his Department would control milk for sterilizing, and he 
felt that the control for such milk should be governed by bac- 
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and the U.S.A. Pharmacopoeia. 
This fact, plus an elasticity of approximately 40%, affords the Surgeon st 


safety when using the fine sizes required by modern technique. We recommend 
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TRADE MARK 


NEW DISPOSABLE 
oxygen inhaler! 


An oxygen inhaler light in weight and low in 
cost which can be worn in comfort for long 
periods and discarded after use by one person 
— no sterilising, no risk of transmitting infection 
— these features signalise the POLYMASK 
inhaler. 


African Oxygen & Acetylene (Pty.) Ltd. have 
pleasure in announcing that these new disposable 
inhalers are now obtainable at A.O.A. Branches. 
The POLYMASK has been subjected to extensive 
clinical tests and has received most favourable 
comment. 


In hospital and home, on land and sea and in 
the air, wherever oxygen is needed to relieve 
respiratory distress or oxygen deficiency, the 
POLYMASK inhaler can be used with economy 
and safety. 


The POLYMASK inhaler is strongly made from 
attractive transparent plastic material. The 
peripheral portions of the mask can easily be 
shaped to conform to the facial structure and 
a good seal between mask and face established. 
It readily stays in position and conversation 
can be carried on without difficulty whilst the 
mask is being worn. 


Storage presents no problem, the POLYMASK 
lies flat and a dozen can be accommodated in 
a box about one inch high. A gross of these 
masks can be carried in an air liner ready for 


_ AFRICAN OXYGEN & issue on demand and after use be discarded. 
ACETYLENE (PTY.) LTD. Available in single units or in boxes of one dozen 


ot 3/6 per inhaler. 


Medical Department, Barlow Street, Germiston. P.O. Box 207, Phone 51-2551, Medical Showroom, 76 King George Street, 
A A Hillbrow, Johannesburg, Phone 44-4998. Tel. Address “‘Afroxygen”’ 
BRANCHES THROUGHOUT THE UNION, THE RHODESIAS, EAST AFRICA AND SOUTH WEST AFRICA 
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teriological standards and not by regulations for stables. His De- 
partment would now deal with the matter, and would prepare 
regulations for flavoured milk. 


The following resolution was passed unanimously: *Provided 
this product (sterilized milk) is safeguarded in regard to standards 
of purity and quality this Group is in favour of this sterilized 
food product being made available to the public and that the 
Union Health Department be informed accordingly’; and the 
following was adopted by 1! votes to 3: ‘This Group welcome 
the decision of the S.A.A.U. that there should be standards of 
quality for industrial milk supplies and commends this suggestion 
to the Union Health Department.’ 


S.A.N.T.A. Dr. L. S. Williams and Dr. J. M. Broderick were 
received, representing SANTA. Dr. Williams explained the 
effect of the new methods of treatment of tuberculosis, and how 
they had resulted in a new policy for SANTA settlements, which 
would no longer house families, but only patients. SANTA were 
committed to the establishment of settlements for non-Europeans 


THE FRANK FORMAN 


Prominent South African men, mostly old students of Dr. Frank 
Forman, the Professor of Clinical Medicine, University of Cape 
Town, for the last 16 years, who resigned recently (see Editorial. 
S. Afr. Med. J., 28, 741, 28 August), have created a Foundation 
for ‘the furtherance of post-graduate study and research through 
the award of scholarships, grants and fellowships, and the estab- 
lishment of an annual prize for undergraduate U.C.T. medical 
students, thereby perpetuating the name and tradition of Forman.’ 
The brochure announcing this Foundation pays tribute to 
Dr. Forman saying ‘His devotion to medicine, his intellectual 
stature and personal qualities have been a constant stimulus and 
a source of inspiration to many. There could be no more fitting 
way of paying tribute to such a man than by an act aimed at 
advancing medical science in conformity with his ideals . . . 


The Rockefeller Foundation made the following grants towards 
academic medical work in the second quarter of 1954: 

$275,000 to Harvard Medical School for a 5-year plan for training 
undergraduate and junior post-graduate students in the treatment 
of the sick as members of family units. 

$210,000 for the Virus Laboratory of the University of California. 

$150,000 for a 3-year period to National Research Council, 
U.S.A., for research into sex problems. 

$121,275 for a 3-year period to the University of Saskatchewan, 
for research into schizophrenia. 

$100,000 further grant to University of Texas for research into 
genetics of Drosophila. 

= to University of Michigan for research into population 
trends. 

$80,000 further grant to Dr. H. A. Krebs, of Sheffield University, 
for research into cell metabolism. 

$75,000 further grant to Washington University for virus 
research. 

$75,000 further grant to the University of Illinois for research 
into insect-resistance to D.D.T. 

$63,500 to the Department of Health for — of medical and 
public health facilities in a region of Puerto Rico 


PASSING EVENTS 


at the University of Cape Town. 
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MEDICAL FOUNDATION 


GRANTS BY THE ROCKEFELLER FOUNDATION 


: IN DIE VERBYGAAN 


Dr. Derek Crichton, at present Senior Registrar of the Radcliffe 
Infirmary, Oxford, has been appointed to the Chair of Gynaecology 
and Obstetrics at the University of Natal. Dr. Crichton graduated 
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(there was at present one European settlement). The present 
total of beds was 1,050 and the eventual target was 8,000. Ad- 
missions were now not limited to non-infectious cases. The type of 
case to be admitted would be decided by the medical officers of 
health. Dr. Pfeiffer emphasized that all treatment should be 
controlled by the medical officer of health of the local authority 
concerned. Dr. le Roux welcomed the change in policy, and 
expressed the hope that SANTA would adhere to the plan of 
200-bed settlements; small settlements would lead to the dissipa- 
tion of medical services. Dr. Gunn stressed the need for settle- 
ments to be near hospitals, e.g. mission hospitals; in Natal settle- 
ments were too far from medical facilities. 

The meeting decided that it would serve a useful purpose for 
SANTA’s representatives to meet the Group’s Executive to dis- 
cuss the part that SANTA can play in co-operation with local 
government in the campaign against tuberculosis, the Executive 
to report back, or, if necessary, to get the views of members by 
questionnaire. The final approval of the Union Health Depart- 
ment would be necessary. 


‘The success of such a project depends on the enthusiastic and 
imaginative support of all whom this appeal reaches. Ten to 
twenty thousand pounds is the kind of sum aimed at to ensure 
an active, enterprising programme for the Foundation, and we 
feel certain that former students and many medical associates 
will wish to contribute generously to the attainment of such a 
worthwhile goal.” 

The sponsors are: Dr. Helen Brown, Dr. Samuel Berman, 
Prof. Graham Bull, Dr. Thomas J. Dry, Prof. G. A. Elliot, Dr. 
Michael Gelfand, Mr. L. B. Goldschmidt, Dr. Arthur Landau, 
Dr. Louis Mirvish, Dr. A. Marais Moll, Prof. S. F. Oosthuizen, 
Dr. Wolf Rabkin, Mr. M. Cole Rous, Mr. George Sacks, Dr. 
Hillel Shapiro, Dr. Louis Smuts, Dr. A. W. Sichel, Dr. R. E. 
Stevenson, Mr. F. D. du T. van Zyl and the President, Medical 
Students Council, U.C.T. (1954), H. Maisel. 


$60,900 further grant for 5 years for studies by Dr. D. O. Hebb 
of the McGill University on the physiological basis of psychological 
phenomena. 

$60,000 for equipment for medical school at National University 
of Columbia, at Bogota. 

$57,250 to the McGill University for clinical and research work 
on mental disease; and $7,900 for research in human genetics. 

$50,000 to Columbia University for research into human 
genetics. 

$39,000 further grant to the University of Minnesota, St. Paul, 
for studies on human genetics and mathematical biophysics. 

$29,150 for a 3-year period to the University of Toronto for 
teaching and research in medical care. 

£28,500 to Nuffield College, Oxford, for African studies. 

$17,000 for a 3-year period to the University of Oslo for research 
in the epidemiology of mental disease. 

$16,000 for the training of public health engineers at the 
University of Durham for work in West Africa. 

$15,000 further grants to the Medical Library Association for 
fellowships in medical librarianship. 

$10,000 to the Sloan-Kettering Institute for Cancer Research, 
New York, for symposium on trace elements. 


The Minister of Health, Dr. A. J. R. van Rhijn, was the principal 


speaker at the annual dinner of the Natal Coastal Branch on 
25 August 1954. More than 100 members of the Branch sat down 


to dinner. 
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Dr. Edward Barry Adams, a member of the Natal Coastal Branch, 
has been appointed to the Chair of Medicine at the University of 
Natal. Dr. Adams was a graduate of the Witwatersrand University 
and a Rhodes Scholar. For the past few years he has been Assistant 
Physician at the King Edward VIII Hospital, Durban. 

* 


Dr. George Campbell, a member of the Natal Coastal Branch, 
was on graduation day at Edinburgh University on 8 July 1954 
awarded the honorary degree of Doctor of Laws. The award was 
made for his services to the University of Natal, and for the great 
work he has done in encouraging the study of Marine Biological 
Research on the Natal Coast. 


* * * 


Dr. James Peter Coetzee, the Springbok marksman, of Broughton, 
Johannesburg, won the Rembrandt and S.A.N.L.A.M. trophies 
at the Bellville Bisley. In the shoot for the latter his aggregate 
was 144 for the 300, 500 and 600 yards ranges, his scores respec- 
tively being, 46, 49 and 49. Dr. Coetzee who has represented 


South Africa as a marksman in International Competitions, is 
a member of the Southern Transvaal 
Association of South Africa. 
University in 1927. 


Branch of the Medical 
He qualified at the Witwatersrand 


* * * 


Dr. G. M. Bull, Professor of Medicine at Queen’s College, Belfast, 
has been appointed Goulstonian Lecturer of the Royal College 
of Physicians of London for 1955. Professor Bull is the son of 
Dr. A. B. Bull, Snr., for many years District Surgeon at Simons- 
town, and brother of Dr. A. B. Bull, Jr.. Deputy Head of the 
Department of Anaesthetics, Groote Schuur Hospital, Cape Town. 


* * * 


Mclntyre-Saranac Conference. A Conference on Silicosis and 
Occupational Chest Diseases jointly sponsored by the McIntyre 
Research Foundation of Toronto, Canada, and the Saranac 
Laboratory of Saranac Lake, New York, has been arranged for 
7, 8 and 9 February 1955 in the Town Hall at Saranac Lake, N.Y., 
U.S.A. These organizations, which have for many years been 
conducting research along parallel lines, have decided to pool their 
resources for this conference. The papers to be presented in the 
§ full sessions will report on original work conducted or sponsored 
by the McIntyre Research Foundation or the Saranac Laboratory, 
and there will be papers presented by guest lecturers. Doctors, 
scientists, and industrialists concerned with the problems of 
occupational chest diseases are invited to attend. The conference 
secretary is Mr. Norman R. Sturgis, Jr., Saranac Laboratory, 
Saranac Lake, N.Y., to whom all communications should be 
addressed. 
* * 


Mr. Joseph Lannon, F.R.C.S., of Johannesburg, has returned from 
a 5 months’ tour of America, where he attended the leading 
cardio-vascular centres. He will now be doing this branch of 
Surgery in addition to General Surgery. 

* * * 


The London Medical Exhibition 1954 will take place during 
inclusive at 


15-19 November the Royal Horticultural Hall, 


YEAR BOOK OF DIAGNOSIS AND TREATMENT 


Modern Treatment Yearbook 1954: A Yearbook of Diagnosis and 
Treatment for the General Practitioner. Edited by Sir Cecil 
Wakeley, Bt., K.B.E., C.B., LL.D., M.Ch., D.Sc., F.R.CS., 
F.R.S.E., F.R.S.A., F.A.C.S., F.R.A.C.s. (Pp. 351 Vili. 21s.) 
Published for the Medical Press by Bailliére, Tindall & Cox 
Limited, London. 1954. 

Contents: 1. The Modern Treatment of Early Rheumatoid Arthritis. 2. The 


Treatment of Acute, Uncomplicated, Non-Tuberculous Empyema Secondary to 
Infections of the Lung. 3. Modern Treatment of Syphilis. 4. Regional Ileitis and 


its Treatment. 5. Modern Views on the Problem of Gout. 6. The Modern Surgical 
Treatment of Ulcerative Colitis. 


7. Spontaneous Subarachnoid Haemorrhage. 
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Westminster, London, S.W. 1. The exhibition is the largest 
of its kind and is attended by large numbers of medical men from 
overseas. 

The exhibition includes more than 120 of the foremost manu- 
facturers in Britain of ethical medical preparations, surgical 
instruments, medical equipment, hospital equipment, etc., and 
demonstrates the latest developments in medical and hospital 
practice. 

Performances of the latest films of medical interest take place 
daily. A comprehensive catalogue is issued free of charge, and 
the new issue of the ‘London Medical Handbook’ is available to 
visitors. 

Official invitation tickets may be obtained by medical men and 
hospital officers on application to the organizers, The British 
and Colonial Druggist Ltd., 194-200 Bishopsgate, London, E.C. 2. 
Professional men and buyers from overseas are very welcome. 


NEW PREPARATIONS AND APPLIANCES : 
NUWE PREPARATE EN TOESTELLE 


AN INSTRUMENT TO FACILITATE REDUCTION OF FRACTURED DISLOCA- 
TIONS TO THE SHOULDER-JOINT 


M.B.E., M.Ch.Orth., 
Cape Town 


T. B. McMurray, F.R.C.S.Ed. 


In fractures of the upper end 
of the humerus, where the 
head forms a small separate 
fragment and is dislocated from 
the glenoid cavity, much 
difficulty is experienced in 
reducing the fracture. The 
application of bone-holding 
forceps to the head causes 
damage to its articular surface 
and may impair its blood supply. 

This instrument is designed 
to facilitate the reduction with- 
out damage to the head. It 
consists of two parts: 

A long spoon on a handle and 
a traction handle applied at 
right angles. There is a hinge 
between the traction handle 
and the main body of the 
instrument. The instrument is 
applied in the closed position 
so that the spoon slips under 
the pectorals round the head 
of the humerus. The traction 
handle is then brought into 
play and the loose head frag- 
ment can be rapidly and easily 
reduced. 


8. Congenital Pyloric Hypertrophy and its Treatment. 9. Anaemia in General 
Practice. 10. Retention of Urine in Childhood. 11. Common Scalp Affections. 
12. Modern Trends in the Treatment of Epilepsy. 13. Modern Trends in the 
Treatment of Juvenile Rheumatism. 14. On the Origin and Treatment of Gall- 
stones. 15. The ‘Undescended’ Testicle. 16. The Modern Treatment of Corneal 
Injuries. 17. The Use of Radio-active lodine in the Treatment of Thyroid Disease. 
18. The Modern Treatment of Peripheral Nerve Injuries. 19. Modern Treatment 
of Injuries of the Semi-Lunar Cartilage. 20. Modern Trends in the Treatment of 
Lesions of the Intervertebral Discs. 21. Diagnosis and Treatment of Chronic 
Vaginal Discharge. 22. The Treatment of Haematemesis and Melaena. 23. The 
Modern Treatment of Thyrotoxicosis. 24. Congenital Elevation of the Scapula 
and its Treatment. 25. Dislocation of the Patella. 26. Decompression Sickness. 
27. The Diagnosis and Treatment of Carcinoma of the Cervix. 28. The Treatment 
of Peptic Ulceration. 29. Nitrogen Mustard and its Uses in the Treatment of 


Disease. 30. The Modern Treatment of Fractures of the Spine. 31. Modern Views 
on the Treatment of Enuresis. 32. The After-Care of the Mental Patient. 33. Bron- 
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chial Carcinoma. 34. Congenital Clefts of the Lip and their Treatment. 35. Uterine 
Fibroids. Index. 


The Year Book for 1954 contains 35 separate articles on a wide 
variety of subjects. The articles have been chosen to cover those 
fields of medicine where important advances have been made in 
recent years and where new viewpoints are necessary, e.g. the 
modern treatment of syphilis, rheumatoid arthritis and gout. Each 
article is written by a specialist in the particular field, and while 
some of the conditions described are relatively rare, e.g. regional 
ileitis, others are very common, e.g. chronic vaginal discharge, and 
in all there is a very practical approach. The article on the use of 
radio-active iodine in the treatment of thyroid disease is dealt with 
in a most informative, detailed and up-to-date manner. 

Certain subjects, such as ulcerative colitis and peptic ulceration, 
are dealt with by surgeons only, and readers will have to 
discriminate between the surgical treatment advocated and the 
possibilities of the medical treatments available (incidentally it is 
surprising that one of the surgeons writing on the treatment of 
duodenal ulcer is still ‘rather reluctant to abandon gastro- 
enterostomy as the standard method’ of operation). 

The general level of the contributions is very high and the style 
in most cases is simple, direct and informative. The emphasis is on 
treatment. We do get an over-all perspective of the great and rapid 
advances in the various fields which have been made in recent years 
The articles cover many conditions which are frequently encounter- 
ed, and for the general practitioner, confronted with the 
complexities of a case and wishing to know what is the latest 
approach to the problem, this book should provide a great help 
and guidance. 

It is a well-produced book, with 31 plates and many other 
excellent illustrations, and it is very readable. 

L.M. 


ANOXIA OF THE NEW-BORN 


Anoxia of the New-Born Infant. A Symposium Organized by the 
Council for International Organizations of Medical Sciences. 
(Pp. 230 + xv. 27s. 6d.) Oxford: Blackwell Scientific Publica- 
tions. 1953. 


Contents: 1. Clinical Considerations, 2. Histologica and Pathological Con- 
siderations. 3. Biochemical Considerations. 4. Physiopathological Considerations 
5. Therapeutic Considerations. 6. General Conclusions. Index. 


In this monograph are presented the papers which were read and the 
discussions which followed at the Symposium on Anoxia of the 
New-Born Infant held in London in October 1951. It represents 
the views and experimental findings of 17 outstanding authorities, 
each of whom has a different approach to the problem. 

When paediatricians and obstetricians are joined by pathologists, 
physiologists and anatomists, the ensuing discussions should make 
informative reading; and this is certainly the case. Such vexed 
questions as the etiology of hyaline membrane, the significance of 
foetal haemoglobin-levels and the foetal capacity for anaerobic 
metabolism in premature infants are considered. 

The book is divided into 5 main sections each dealing with a 
particular aspect of anoxia and ending with an account of the 
discussion engendered by the papers. The Ist section deals with 
the clinical problem and early diagnosis of foetal anoxia (Dr. Mayer, 
of Paris), the mechanism, prevention and treatment of anoxia 
(Dr. Gibberd) and the management of respiratory difficulties in 
infants (Dr. Rossier, of Paris). 

The 2nd section is concerned with the pathological and histologi- 
cal findings in onoxia (symposium by Drs. Lelong, Clement Smith, 
Agnes McGregor and Ahoenainen). The factors associated with 
the formation of hyaline membrane, its source and its histochemical! 
composition are given in considerable detail, though critical 
attempts to evaluate the rdle of membrane-formation in respiratory 
embarrassment and the importance of respiratory embarrassment 
in neonatal death still require elucidation. The photomicrographs 
of foetal lung in this section are of the highest quality. The 3rd 
and 4th sections deal with the biochemical and physiopathological 
aspects respectively; the Sth with the therapeutic considerations. 
In this regard the solution does not seem to lie in the treatment of 


atelectasis but is to be found rather in the search for methods of 


oxygenating the medullary centres. 
Here indeed is a book containing much stimulating and provoca- 


tive material, invaluable to all research workers in the field of 


neonatal physiology and pathology, paediatricians and obstetri- 
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cians. It is well produced, with excellent illustrations and graphs, 
and contains an extensive bibliography. 


CLINICAL SURGERY 


Progress in Clinical Surgery. By various authors. Edited by 
Rodney Smith, M.S., F.R.C.S. (Pp. 414 + x, with 112 illustra- 
tions. 36s.) London: J. & A. Churchill Limited. 1954. 


Contents: 1. Fluid Replacement in the Surgical Patient. 2. Recent Developments 
in Anaesthesia. 3. Cancer of the Mouth and Pharynx. 4. The Surgery of the 
Oesophagus. 5. The Stomach and Duodenum. 6. Acute Intestinal Obstructions. 
7. Intestinal Obstructions in Infancy and Childhood. 8. ee Colitis. 9. Car- 
cinoma of the Colon. 10. Carcinoma of the Rectum. Diverticulitis Coli. 
12. General Peritonitis. 13. Portal Hypertension. 14. AL. in Pancreatic 
Surgery. 15. Medical Indications for Splenectomy. 16. Surgical Indications for 
Splenectomy and Technique of the Operation. 17. Modern Developments in the 
Surgery of the Skull and its Contents. 18. The Surgical Treatment of Hypertension. 
19. Carcinoma of the Breast. 20. Renal Tuberculosis. 21. The Surgery of Prostatic 
Obstruction. 22. The Treatment of Thyrotoxicosis. 23. Carcinoma of the Thyroid. 
24. Surgery of the Adrenal Gland. 25. Surgery of the Respiratory System. 26. Pro- 
~~ in Cardiac Surgery. 27. Peripheral Vascular Surgery. 28. The Infected Hand. 
9. The Injured Hand. 30. Amputations. Index. 


For the post-graduate student aiming at a higher qualification, and 
also for the busy and established general surgeon who finds it 
difficult to keep abreast of the voluminous present-day surgical 
literature, this book is bound to prove extremely popular and useful. 

It is a completely new publication written by some twenty of 
Britain’s younger surgical teachers, and it covers most of the 
subjects of surgical interest, where important advances in diagnosis, 
treatment, and pre- and post-operative management have taken 
place in the last decade. 

Throughout the book, well-established and accepted facts which 
can be found in any good text-book are deliberately excluded, for 
the object of the authors has been not to replace the standard 
surgical text-books but to supplement them, and to fill in the gaps 
where controversy has existed and where progress in recent years 
has been established and accepted. 

Most of the chapters are particularly well presented, and, to 
mention but a few, those on the Oesophagus, Portal Hypertension, 
and the Spleen are excellent. Victor Riddell’s article on Carcinoma 
of the Breast makes interesting reading and covers the recent trends 
in treatment of this disease extremely well. His reference to the 
need for ‘a very high degree of technical excellence’ in the per- 
formance of radical mastectomy is most refreshing, and it is 
interesting to read of ‘progress’ in the technique of an operation 
which has been in popular use throughout the world for the last 
50 years. 

The chapter on Ulcerative Colitis is perhaps a little disappointing 
in being a trifle sketchy, and it is a pity that the critical immediate 
post-ileostomy period receives no attention, particularly in view of 
the detailed reference to electrolyte disturbances in other chapters 
in the book 

However, there is no question that the authors have succeeded 
in what they set out to do, and that is to supply the post-graduate 
with that little ‘extra’ which he needs for his higher examination, 
which the text-books do not provide, and which he is often not in a 
position to sort out for himself from the journals. 

The authors are to be congratulated on a very fine effort, not 
only as regards the subject matter of the book, but also in the 
manner in which each subject is presented. 

It is indeed a valuable addition to any surgeon’s library. 


GENERAL PATHOLOGY 


Lectures on General Pathology. Edited by Sir Howard Florey, 
M.D., F.R.C.P., F.R.S. (Pp. 753 + xiii with figures. 63s.) 
London: Lloyd-Luke (Medical Books) Limited. 1954. 


Contents: 1. The History and Scope of Pathology. 2. Inflammation Macroscopical 
Observations. 3 Inflammation Microscopical Observations. 4. Chemotaxis, 
Phagocytosis and the Formation of Abscesses. 5. The Reticulo-Endothelial 
System. The Omentum. Lymphatic Drainage. The Lymphocyte. 6. The Secretion 
of Mucus and Inflammation of Mucous Membrance. 7. Degenerative Changes 
and Some of Their Consequences. 8. Necrosis, Calcifications and Autolysis. 
9. Cellular and Tissue Reactions to Viruses. 10. The Reactions of the Blood to 
Injury: Blood Coagulation and Haemostasis. 11. The Reactions of the Blood to 
Injury: Changes Other than Coagulation. 12. Fever. 13. Some Biological Effects 
of Radiant Energy. 14. Some Effects of Radiation on the Higher Animals. 15. The 
Nature of Antigens and Antibodies. 16. The Antigen-Antibody Reaction. 
17. Biological Factors in the Production of Antibodies. 18. The Localisation of 
Antigens and the Sites of Antibody Formation. 19—22. Pathogenicity and Viru- 
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Some Examples Illustra- 
25. 26. Specific Hypersen- 


lence of Micro-Organisms. 23. Acquired Immunity : 
ting the Factors Involved in Protection 

sitivity in Man. 27. Healing. 28 Regeneration Some Factors Influencing 
Wound Healing. 30. The Functional Significance of Connective Tissue. 
31. Haemorrhage. 32. Shock. 33. Oedema. 34. Chronic Inflammation and Tuber- 
culosis. 35. Tuberculosis (contd.) 36. The Influence of Drugs on Inflammatory 
Processes. 37. The Mode of Action of Antibacterial Substances in vitro. Index of 
Authors. Index of Subjects. 


These lectures constitute a course in general pathology and bacteri- 
ology for medical students at Oxford University, and although they 
are intended particularly for the brighter student, they will also be of 
great value to the post graduate. 


The theme throughout is the response—both local and general— 
of the body to injury, using the latter term in its widest sense. The 
morphology of the local inflammatory reaction, with present views 
on the mechanisms of its vascular and cellular phenomena, is fully 
discussed; the chapter devoted to inflammation of mucous surfaces 
is particularly interesting. The problems of degenerative changes, 
necrosis and autolysis are correctly approached from a chemical 
point of view and it is encouraging to find some coherence emerging 
from the complex chemical changes which occur in these processes. 
This applies as well to the question of pathological calcification, 
which receives excellent treatment, though the space allotted to it 
is necessarily limited. 


PLANTAR WARTS 


To the Editor: 1 am interested in the treatment of plantar warts, 
from the point of view that besides being a medical problem it is 
also often an economic one. A suitable ambulatory treatment is 
necessary, especially for non-Europeans. I have seen numerous 
relapses after treatment with X-ray, diathermy, etc., and have 
adopted a simple method, which was described some years ago in 
the Archives of Dermatology and Syphilology. 

The verruca is pared down and a drop of pure phenol is applied, 
followed immediately afterwards by a drop of fuming nitric acid. 
The two substances combine to form picric acid, which limits the 
caustic action. A dressing is applied, and the treatment can be 
repeated weekly many times. The advantage of this method is that 
the pain is relieved rapidly, and there is no loss of working hours. 

S. H. Fine 
717 Colonial Mutual Building 
West Street 
Durban 
2 September 1954 


THE BARAGWANATH PREMATURE BABY UNIT 


To the Editor: We should like to state in reply to Dr. Hatchuel’s 
question ' that all ‘hospital booked cases’ who reached the unit 
alive were included in our figures. 

The statistics in our paper were not intended to establish ‘a base 
line for any future surveys in South Africa’, but to enable the reader 
to assess the efficiency of the unit. 


E. Kahn 
S. Wayburne 


M. Fouche 
Johannesburg 


3 September 1954 
1. Hatchuel, W. (1954): S. Afr. Med. J., 28, 735 (21 August). 


CHOLANGIOGRAPHY 


To the Editor: Your editorial of 7 August! indicates that intra- 
venous cholangiography using biligrafin (Schering) constitutes a 
distinct advance in the radiographic demonstration of the extra- 
hepatic biliary passages. However, it does not mention a 
potentiality which other authors have considered and which we 
have investigated, namely its utilization in a possible assessment of 
liver function. 

Berk ef a/.* stated that approximately 90% was normally excreted 
through the liver, the residue being excreted by the urinary tract, 
but that in cases of impairment of liver function a greater percentage 
was excreted by the kidneys. 
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Whereas pathogenic bacteria and viruses are properly accorded 
detailed attention as noxious agents, it is significant that two lectures 
are devoted to the effects on the body of radiant energy. These 
expositions on the subject have the virtue of being easily understood. 
Another topical subject, viz. the functional significance of connec- 
tive tissues, is well discussed in the light of recent and active 
advances in histochemistry and electron microscopy. 

One error will be evident to South African readers. The world 
map on page 626 depicts South Africa as an area in which the 
incidence of tuberculosis is low (‘probably under 100 per 100,000 
of population’); this is true only of the white population. 

Since each lecturer has extensive experience in his subject, the 
uniform excellence of these lectures is not surprising. The illustra- 
tive diagrams, tables and photographs are well selected for their 
simplicity. 

Perhaps the greatest value of this book lies in the manner of its 
approach to each subject, which is that of the experimental 
pathologist throughout. Problems, and the value of methods for 
solving them, receive as much attention as their answers. One can 
only hope that lectures of this high standard on more specialized 
aspects of pathology will soon appear in book form. 


I.R. 


: BRIEWERUBRIEK 


These authors suggested that a satisfactory concentration of dye 
in the common bile-duct might in itself constitute a test of liver 
function; and furthermore they considered the possibility of 
correlating the radiographic appearances with liver-function tests. 
Before receiving their article we had already been engaged in such 
a project and this letter is a preliminary communication of our 
findings. 

In a series of 30 consecutive patients on whom we performed 
intravenous cholangiography, including cases of infective hepatitis, 
cirrhosis, carcinoma (metastatic) and extrahepatic obstruction, 
a close co-relation was found between the excretion of the dye (as 
judged by its density and the time of its appearance) and liver 
function assessed by series of laboratory tests performed on 
specimens of blood and urine obtained at the same time. 

From our experience it is felt that intravenous cholangiography 
may well provide a good screening test for liver damage, just as 
intravenous urography forms a rough guide to renal function. 
It is claimed that when intravenous cholecystography is utilized 
Pre-operatively to assess the anatomical features an equally good 
estimate of liver function may be obtained by judging the appear- 
ance and degree of concentration of dye in the extrahepatic biliary 
Passages. 

In our series (with the exception of a single case where a double 
quantity was used) 20 c.c. of biligrafin were injected intravenously 
over a period of 3-4 minutes. Four patients suffered from slight 
nausea and in one other an attack of sneezing was precipitated. 
No untoward effects were noted and thus the method appears 
harmless. The radiographic findings will provide the basis of a 
further communication (in press), but it may be stated that in the 
erect position layer formation in the gall-bladder is a physiological 
phenomenon (associated with poor miscibility of the dye) and must 
not be taken to indicate pathological changes. 

In our experience there is no doubt that in addition to the advan- 
tage of this method indicated by you and by Dr. Muller’s letter * 
a considerable advantage may be derived from its usefulness in 
suggesting a degree of hepatocellular damage present ir the liver. 
Where delay in dye excretion is noted there is immediate indication 
for laboratory studies of liver efficiency. 


Eric Samuel, Lister 
John Gluckman, Medical Centre 
John Barlow, Lister Buildings 

Jeppe Street 

Johannesburg 

4 September 1954 


1. Editorial (1954): S. Afr. Med. J., 28, 661. 
2. Berk, J. E. et al. (1954): Amer. J. Med. Sci., 227, 361. 
3. Muller, C. J. B. (1954): S. Afr. T. Geneesk., 28, 679. 
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for peptic ulcer patients 
8 hours’ relief from a single dose 


PRANTAL RA 


TABLETS 


first repeat action anticholinergic 


less frequent dosage 
uninterrupted night rest 
greater freedom from side effects 


Prantat Repeat Action Tablets, 100 mg. 
PRANTAL* Dosage: One or two tablets every eight hours. 
Prantat Tablets (plain), 100 mg., scored. 
3 forms Dosage: One or two tablets every six hours. 
for more PranTAL Injection (subcutaneous or intra- 
flexible th y muscular), 25 mg. per cc., 10 cc. vials. 
Dosage: 0.5 mg. per Kg. of body weight’ 
every six hours. 
* Reg. Trade Mark. 


MANUFACTURED IN THE UNION OF SOUTH AFRICA BY 
SCHERAG (PTY.) LTD. + P.O. BOX 7539 +» JOHANNESBURG 


for and under the formula and technical supervision of 
CORPORATION BLOOMFIELD, N.J 
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SUPPRESSION 


IN OBESITY 


® The tranquillizing action 
of Rauwiloid prevents over- 
stimulation, virtually elimi- 
nates jitteriness. 


®@ The mild sedative action 
of Rauwiloid prevents exci- 
tation — the patient usually 
enjoys restful sleep. 


The gently bradycrotic, 
heart-calming action of 
Rauwiloid largely prevents 
palpitation — avoids the 
cardiac pounding so 
frightening to the patient. 


* Registered Trade Mark. 


Literature And Samples Available 


FROM P.O. BOX 
AND AT 


LABORATORIES AFRICA (PTY) LTD. 


RAUWIDRINE 


A New Experience in 
Weight Control Management 


In anti-obesity therapy Rauwidrine — combining 
Rauwiloid (1 mg.) and amphetamine (5 mg.) in one 
tablet — presents important advantages : 


The patient gains a remarkable sense of tranquil well- 
being which makes even grossly reduced caloric intake 
acceptable. 


The appetite-suppressing effect of amphetamine can 
be maintained for long periods, without fear that 
undesirable side actions will make amphetamine 
intolerable for the patient — as so often occurs with 
amphetamine alone — and without resorting to 
barbiturates. 


FOR MOOD ELEVATION, TOO 
In depression, apathy, mental dullness, psychogenic 
asthenia, and other functional complaints, Rauwidrine 
presents the mood-elevating influence of amphetamine 
augmented by that of Rauwiloid, and virtually free from 
the side actions which so frequently vitiate therapy when 
amphetamine is used alone. 


DOSAGE: For obesity, one to two tablets 30 to 60 minutes 
before each meal. For mood elevation, one to two tablets, 
before breakfast and lunch. Dosage should be individual- 
ized and up to 6 tablets per day (in 3 doses) may be given 
if needed. 


On Request. 


1355, PORT ELIZABETH. 
LOS ANGELES, TORONTO, LOUGHBOROUGH 
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lew @rotein Incumb 


Contains specially prepared, de-fatted milk powder 
— gives the Non-European infant an equal chance 
of health from the beginning. 


By increasing the protein content of In- New Protein Incumbe, being a mixed cereal, 
cumbe to 22.8% and adding carbohydrate, allows for a much better distribution of essen- 
fat-ratio-compensation has been effected and tial amino-acids than does one type of cereal 
New Protein Incumbe, when used in accordance only. Incumbe contains Soya Bean Flour, 
with the feeding tables, offers a food compar- Wheat, Maize, and Kaffir Corn —this last being 


able in nutritional value with cows’ or dried especially valuable owing to its nicotinic acid 
milk. 


content, the Pellagra-Preventing Factor. 

25% of the whole food calor- 
ies are protein, this again giving p42 Feeding Tables are calculated on the 
a ratio of 45% milk protein and ; ZX. Mothercraft system of calorie estimation. 
55% mixed cereal protein. Sa 


103 Calories per ounce of Incumbe. 
11 Teaspoons = 1 oz. 


9.4 calories — 1 level teaspoon. 


Feeding tables are available in all 
| n C U m 2 c B BY Native dialects. For a supply of these 
A F 0 0 D write, Dept. 851, Free Advice Bureau, 


Hind Bros. & Co. Ltd., Umbilo, Natal. 


Please Support Our Advertisers — Ondersteun Asseblief Ons Adverteerders 
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ECZEMAS SEBORRHOEIC DERMATITIS 
VARICOSE ULCERS PSORIASIS 


PRURITUS OCCUPATIONAL DERMATITIS 


ETHER SOLUBLE TAR PASTE 
The original colourless Coal Tar Cream 
with all the therapeutic advantages of 

crude Coal Tar 


(MARTINDALE) 


Literature and Samples on request 


SCHERAG PTY.) LTD., 127/9, ANDERSON STREET, JOHANNESBURG 


Sole distributors in South Africa for 
SAVORY & MOORE LTD., 60, Welbeck St., London, W.1. 


om u te kan meedeel dat ons ons Fabriek gereorganiseer het deur die aan- 
wending van nuwe produksiemetodes en die invoer van die allermodernste 
masjinerie ten einde die koste van drukwerk drasties af te bring en stipte en 
doeltreffende aflewering te kan verseker. 


DIE MEDIESE VERENIGING VAN SUID-AFRIKA, 


die vitgewers van hierdie Tydskrif, het ons die eer aangedoen om ons as hul 
drukkers aan te stel. Maar in hierdie wyse keuse staan hulle nie alleen nie 
omdat 'n groot aantal ander alombekende uitgewers dit sowel winsgewend 
as wenslik bevind het om hul drukwerk aan ons toe te vertrou. 


ONS NOO! U HARTLIK UIT 


om die voordele van verminderde koste, groter doeltreffendheid, beter gehalte 
en sneller aflewering met ons te deel — 


DEUR ’N PROEFBESTELLING TE PLAAS BY 
NASIONALE HANDELSDRUKKERY BEPERK 


POSBUS 120, FOON: 98-6711, PAROW. of VERKOOPAFDELING, LEEUWENSTRAAT 2, FOON: 2-9381, KAAPSTAD. 
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In microcytic anaemias — chlorotic, postoperative, 


haemorrhagic — the therapeutic aim is to increase the 


oh 


number and haemoglobin value of the erythrocytes. 

For rapid haematinic effect, ‘ Haematogen’- Hommel, produced 
by refinement of actual whole blood and comprising haemoglobin, 
albumin and iron, is a rational replacement therapy in the above- 
mentioned blood deficiency states. It is also valuable in correction 
of mal- or sub-nutrition and in convalescence. 

* «HAEMATOGEN ’- Homme! is presented in semi-fluid form, for im- 


mediate and acceptable administration to children and adults. 


FORMULA — Active constituents: Haemoglobin 17.5%, Albumin 7.5%. 


PACKING — Bottles of 8 fluid ounces. 


11)! 


|! 


HOMMEL’S HAEMATOGEN & DRUG CO. 
121 NORWOOD ROAD, LONDON S.E.24 
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P.O. Box 39. CAPE TOWN - P.O. Box 24. PORT ELIZABETH ~- P.O. Box 266. DURBAN, NATAL 
P.O. Box 928. JOHANNESBURG, TRANSVAAL - P.O. Box 76. EAST LONDON 
P.O. Box 1102. BULAWAYO, Southern Rhodesia + P.O. Box 379. SALISBURY, Southern Rhodesia 
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* HEXADOXIN TABLETS 
continue to be the treatment of choice 


. DOSAGE: Two tablets three times daily for first day, 


> | I\ : 3 then one tablet three times daily for four to five days. 
\| \(') * (Sugar-coated tablets containing Pyridoxine 20 mg., Phenoborb gr. }) 
; 


A SOUTH AFRICAN PRODUCT MADE BY 


G q pu LABORATORIES LTD. 


P.O. Bex 256, JOHANNESBURG P.O. BOX 568, CAPE TOWN P.O. BOX 2383, DURBAN P.O. BOX 789, PORT ELIZABETH 


For storing and disinfecting surgical instruments, rubbe 
gloves, sutures and other apparatus used in the operating theatre. 
Quick and effective action 


Its action is lethal to a wide range ot pathogenic micro-organisms of 
which the following are but a few examples. When diluted with distilled 
water, it destroys “in vitro” in 10 minutes at 20°C: 


Bact. coli 1—250 | Ps. pyocyanea 1—100 
Bact typbosum 1—300 
sbigae 1-225 
Stapb aureus (USA. 
Strep. pyecyanea 1-300 FDA. type 209) 1-120 
Clear solution 


Instrument Dettol provides a clear solution when diluted with soft or 
distilled water or surgical spirit. Available in 8 oz. and 80 oz. bottles. 


Instrument D ETTO L 


For free sample and literature write to 
Reckitt & Colman (Africa) Limited, P.O. Box 1097. Cape Town. 


> 
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Dysmenorrhoea is a symptom or entity in 
which Gelonida* provides prompt and effective 
relief not only of pain but also of the associated 
mental distress. The anxiety and irritability so 
characteristic of genital disturbances is particularly 


Gelonida is both analgesic and sedative and 


may be confidently prescribed in the treatment 


Supplied in tubes of 10 and 20 tablets, 
of pain and anxiety in menstrual distress. also bottles of 50 ond 100 tablets. 


Distributors: CHAMBERLAIN’S (PTY, LTD., 6-10 Searle Street, Capetown. 
Successors to: William R. Warner & Co. Ltd. Power Road, London. 


“LIPOLYSIN” BIDUPAN 


IN THE TREATMENT OF (formerly Intestine! Concentrated) 


OBESITY RAPID AND SUSTAINED RELIEF 


IN DIGESTIVE DISTURBANCES 
responsible factor in OBESITY. ‘“LIPOLYSIN” Each tablet contains: 


Endocrine Gland-imbalance is, in most cases a 


presents a carefully designed balanced combination R/ Extract of Ox Bile BP. «... ... 2 gr. 


of specific gland substances. Concentrated Pancreatin area 


“LIPOLYSIN” increases the oxidation of fat ae. Se 


by stimulating the disordered metabolic 
processes. Indicated in: 

SIMPLE INTESTINAL INDIGESTION; —_BILIOUSNESS; 

MALE AND FEMALE FLATULENT DISPEPSIA; BILIARY & HEPATIC STASIS 

Ampoules 2cc. BILIARY CONSTIPATION; and other GASTRO- 


THYROID, SUPRARENAL CORTEX, ORCHITIC, PITUITARY INTESTINAL CONDITIONS requiring HEPATO-BILIARY 
ANTER AND POSTERIOR. STIMULUS. 
TABLETS 


contain THYMUS in place of Suprarenal and post-pituitary. BIDU PAN 


IS AVAILABLE IN BOTTLES OF 100 TABLETS 


MANUFACTURED IN THE MEDICAL LABORATORIES OF CAVENDISH €omrany N.Y. LTD. 
INFORMATION AND SUPPLIES FROM SOUTH AFRICAN DRUGGISTS LTD. 
DURBAN * JOHANNESBURG am CAPE TOWN 


SEDATION IN DYSMENORRHOEA 

144 Ex 
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Cadbury’s 


Bournville 


The food value of milk is increased 45% by making it 
into Bournville Cocoa. What a pleasant way of getting 
children to drink the extra milk they need to help resist 
winter ills! Cocoa nourishes, sustains, provides warmth 
and energy—and Bournville Cocoa is particularly good 
because it’s so rich in cocoa butter. Cocoa at night is a 


child’s delight. 


1s a cup of Food, 


C.€.P.A.-3234-We 
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IT 
ANAESTHETIC ETHER 


Manufactured by 


THE NATAL GANE BY-PROOUCTS LTD. 


OF MEREBANK 
e Guaranteed to 
the requirements of the 1948 
British Pharmacopoeia and the Speci- 
fication of the South African Bureau 
of Standards. Equal to the finest 
imported Ether. 
In cases, each containing 
12 x 1 lb. Amber Coloured Bottles, 
similar to those used in Europe. 


conform to 


For further information please write to the selling Agents 


G. C. SMITH & CO. LTD. 


301 Smith Street, P.O. Box 43, Durban 


Bert Mendelsohn (Pty.) Ltd., C. G. Smith & Co., Ltd., 
P.O. Box 565, Johannesburg. P.O. Box 1314, Cape Town. 


ll box 352, London. 


Provinsiale Administrasie van die Kaap 
Die Goeie Hoop 


UNIVERSITEIT VAN KAAPSTAD : GESAMENTLIKE 
MEDIESE PERSONEEL VIR GROOTE SCHUUR EN ANDER 
OPLEIDINGSHOSPITALE 


VAKATURE 


1. Aansoeke word ingewag van geregistreerde Geneeshere 

(geregistreerde Spesialiste) vir aanstelling tot die 
Departement van Medisyne 
Geneesheer, Graad E—sessies—Salaris £146 per jaar per sessie. 

2. Die diensvoorwaardes word voorgeskryf ingevolge die 
Ordonnansie op Hospitaalraadsdiens, no. 19 van 1941, soos 
gewysig, en die regulasies wat daarkragtens opgestel is. 

3. Van die Gesamentlike Mediese Personeel word vereis om 
die Provinsiale Administrasie van die Kaap die Gocie Hoop en 
die Universiteit van Kaapstad gesamentlik te dien. 

4. Kandidate moet nie minder as drie jaar ondervinding na 
registrasie as ‘n Spesialis in die spesialiteit waarin die vakature 
bestaan, opgedoen het nie. 

5. ‘n Sessie is vier uur per week in verband met kliniese en /of 
opleidingswerk, maar is nie noodwendig onafgebroke nie. 

6. Aansoek moet gedoen word op die voorgeskrewe vorm 
(Staf 23), wat verkrygbaar is by die Direkteur van Hospitaal- 
dienste, Posbus 2060, Kaapstad, of by die Mediese Superintendent 
van enige provinsiale hospitaal, of by die Sekretaris van enige 
skoolraad in die Kaapprovinsie. 

7. Die ingevulde aansoekvorms moet aan die Direkteur van 
Hospitaaldienste, Posbus 2060, Kaapstad, gerig word, en moet 
hom uiters op 16 Oktober 1954 bereik. Kandidate moet die 
vroegste datum meld waarop hulle diens kan aanvaar. 

8. Kandidate moet die maksimum aantal sessies vermeld wat 
hulle by aanstelling gewillig sal wees om te onderneem, asook 
die dae en tye wat hulle verkies. 

M129256 


Natal Provincial Administration 


VACANCIES : REGISTRARS (PATHOLOGY) AT CENTRAL 
PATHOLOGICAL LABORATORY 


Applications are invited from Registered Medical Practitioners 
for appointment to posts of Registrar (Pathology) at the Central 
Pathological Laboratory. 

Salary is on the scale £876 x 48—1,020 x 60—1,200. 

Cost of Living Allowance is also payable at the following rates: 

Married (Male) £234 per annum. 
Single 

_ expected that these posts will be pensionable as from | April, 
1955. 

Applications, giving full particulars should be addressed to 
the Director of Provincial Medical and Health Services, P.O. 
Box 20, Pietermaritzburg, to reach him by 7 October 1954. 

AD 8319 


JABULA NURSERY SCHOOL 


Applications are invited from Registered Medical Practitioners 
for the post of Honorary Medical Officer to the Jabula Nursery 
School, Sandringham. The duties include an examination of all 
children in the Jabuta and Sunningdale Nursery Schools once a 
term. The Medical Officer will also advise the Committee on 
health matters affecting the Schools. Applications to be addressed 
to The Secretary, Jabula Nursery School, Athlone Avenue, Sand- 
ringham before 2nd October 1954. 


PRACTICE FOR IMMEDIATE SALE 


In Eastern Cape Coastal Town. Owing to death. Well established 
over forty years. D.S. appointment vacant at present. Excellent 
opportunity to acquire Practice Drugs, Instruments, Surgery 
Furniture, etc. at nominal premium. Terms available. Any 
reasonable offer. Apply A. W. D., P.O. Box 643, Cape Town. 


| XXX 
Cocoa } 
| A cup of Cocoa 
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Die Mediese Vereniging van Suid-Afrika 
The Medical Association of South Africa 


AGENTSKAP-AFDELING : AGENCY DEPARTMENT 
JOHANNESBURG 


Medical House, 5 Esselen Street. Telephones 44-9134—5, 44-0817 
Mediese Huis, Esselenstraat 5. Telefone, 44-9134—5, 44-0817 


PRACTICES FOR SALE—PRAKTYKE TE KOOP 
Tel. Add. : ‘Serpent’ 


(Pr-S147) Ophthalmic practice. Owing to the retirement of the 
owner, an ophthalmic surgeon has the opportunity of taking 
over the practice, without having to pay goodwill and without 
any deposit. The instruments and equipment could be acquired 
at about quarter of the original price, and must be seen to be ap- 
preciated. 

(Pr-S149) Pretoria. Goedgevestigde prakiyk, met oordraagbare 
aanstellings van ongeveer £125 per maand. Privaatpraktyk bring 
*n verdere £175/£200 per maand in, en hierop kan nog verbeter 
word. Premie is £2,000 en sluit meubels, instrumente en medisyne- 
voorraad in. 

(Pr-S148) Northern Rhodesia. An exceptionally well-organised, 
high class practice in a large hospital town. Actual cash receipts 
£3,500 /£4,000 per annum. Expenses are approximately £750 
p.a. for salaries, rent, drugs and *phones. Will suit doctor with 
Surgery and/or Gynaecology as background. Practically no 
country travelling is done. Premium £1,500, for goodwill, intro- 
duction and equipment—£1,000 cash and balance on terms. 
(Pr-S146) Southern Rhodesia. Well-established practice, with 
transferable appointments of about £950 p.a. Private practice 
brings in well over £300 per month. Excellent introduction will 
be given. Hospital facilities. Premium £1,800 and the following 
terms could be arranged: £600 cash and the remainder over two 
years. Premium includes furniture and instruments. 


REGISTERED OBSTETRICIAN AND GYNAECOLOGIST 


An assistant, preferably an Afrikaans speaking doctor is required. 
The assistantship will be offered for one year—this may be reduced 
under certain circumstances. At the end of this trial period, a 
partnership will be offered. Very large and busy practice. 


PART-TIME WORK OR ASSISTANTSHIP REQUIRED 


Part-time work or assistantship is required in Johannesburg. 
Mornings only. 


NURSING HOME FOR SALE 


Johannesburg. Maternity Home, 16 beds, fully equipped, as a 
going concern. If required, could be used as a convalescent or 


nursing home. 
* * * 


KAAPSTAD : CAPE TOWN 


Pesbus 643, Telefoon 2-6177 : P.O. Box 643, Telephone 2-6177 
Waalstraat 35 : 35, Wale Street 


PRAKTYKE TE KOOP : PRACTICES FOR SALE 


(1276) S.W.A. hospital town. Well-established prescribing 
practice. Cash income=£3,879 p.a. THIS IS AN EXCELLENT 
OPPORTUNITY to acquire a very good practice with full scope 
for surgery at an exceptionally low premium as the owner wishes 
to sell as soon as possible in order to specialize. Premium for 
goodwill, instruments and excellent surgery furniture £1,600. 
Terms possible. 
(1679) KAAPSTAD. UITSTEKENDE VOORSTEDELIKE 
PRAKTYK. BESONDERHEDE OP AANVRAAG. 

(1738) EASTERN PROVINCE HOSPITAL TOWN. Half share 
in excellent partnership practice offered for sale to gentile purchaser. 


ASSISTENTE: PLAASVERVANGERS VERLANG 
ASSISTANTS: LOCUMS REQUIRED 


LOCUMS AND OR _ ASSISTANTS ARE URGENTLY 
REQUIRED FOR URBAN AND RURAL AREAS. DETAILS 
ON APPLICATION. 
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INSTRUMENTS FOR SALE 


(1587) Zeiss Winkel Microscope (91385) with 3 lenses. Oil immersion 
and 2 eyepieces £60. Haemacytometer £3.16.0. 
These instruments are NEW but available at reduced prices. 
(1681) Urological instruments at greatly reduced prices. 
* * * 


DURBAN 
112 Medical Centre, Field Street. Telephone 2-4049 


PRACTICES FOR SALE 


(PD28) Durban. General practice also non-European surgery. 
Owing to ill-health owner wishes to sell as soon as possible. 
Before illness gross income £3,000 per annum. Premium £2,000. 
House for sale. 
(PD30) Durban. European prescribing practice. Total gross 
receipts average over £2,000 per annum. Good class practice, 
bad debts negligible. Premium £2,650. Transfer and introduction 
by mutual arrangement. Seller intends specialising. 
(PD31) Natal Inland. Unopposed prescribing practice mainly 
Native. Monthly cash receipts average £450. Premium required 
£2,500 includes surgery furniture and instruments. House for sale. 
All sporting facilities. 

LOCUMS REQUIRED 
(W14) Locum from | January 1955 for one year. Salary to be 
discussed. Natal general country practice with small amount of 
surgery and midwifery. Furnished house available. Must have own 
car. 
(SV5) Locum for January. £3 3s. per day plus Board and lodging. 
£10 car allowance and petrol. Natal Hospital town. Travelling 
allowance to and from practice for reasonable distance. 
(LD6) From 8 to 23 January 1955. Natal. Mainly non-European 
dispensing with mine Hospital appointment. Own car necessary. 
£3 3s. per day, all found. 
(FK7) From 1 October for 6 months. Natal general practice. 
£3 3s. per day, all found. Must have own car. 


ASSISTANT REQUIRED 


(AM2) Assistant required for trial period. If suitable partnership 
will be offered. General practice in select area approximately 
20 miles from Durban. 

(AM4) ASSISTANT WITH VIEW. TERMS TO BE ARRANGED 
or LOCUM DURING FOUR MONTHS ABSENCE OF ONE 
PARTNER. COUNTRY PRACTICE NEAR PIETERMARITZ- 
BURG. £3 3s. Od. per day, all found. Car essential. IMMEDIA- 


TELY 

INSTRUMENTS FOR SALE 
Two Electrocardiograph machines in first class order. Owner 
acquiring self-reading machine. Offers to be made. 
Davidson Pneumothorax apparatus. Practically new. Any offer 
considered. 
Super-sonic (Impulsaphon) Machine in perfect condition. £250 
immediate sale. 


Transvaal and Orange Free State 


Chamber of Mines 


SOCIAL SERVICES DEPARTMENT 
VACANCY FOR AN ASSISTANT MEDICAL OFFICER 


Applications are invited for the appointment of an Assistant 
Medical Officer to the above Department. Experience in Social 
Medicine and /or Industrial Medicine will be an advantage. 
For full particulars please apply to the ae. +? pee 
i 


P.O. Box 809 Manager 
Johannesburg 


PART-TIME MEDICAL OFFICER 


Part-time services of Medical Practitioner required for factory 
non-European Personnel. 

Remuneration in accordance with regulations of the Medical 
Association. Apply P.O. Box 10, Jacobs, Natal. 
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Provincial Administration of the Cape 
of Good Hope 


HONORARY MEDICAL APPOINTMENTS 


Applications are invited from registered Medical Practitioners 
who are under the age of sixty years for appointment to the under- 
mentioned post at the Woodstock Hospital, Woodstock. 

Number 


of Designation 
Posts 
1 Honorary Assistant Ear, Nose and Throat Surgeon. 


_ The appointment will be made for the unexpired period of 
five years with effect from the 2nd January, 1954, but shall be 
terminable by either party upon the giving of three months notice 
in writing. 

The annual honorarium payable before the thirty-first day of 
March of each year shall be calculated by multiplying the average 
daily number of in-patients treated in the hospital during the 
preceding calendar year by £10, provided that no member of the 
honorary medical staff shall be apportioned more than £105 per 
annum. 

Applications stating age, qualifications, etc., should be for- 
warded to reach the Medical Superintendent, Central Office, 
Mountain Road, Woodstock, not later than noon, Friday, 22nd 
October, 1954. 


RW No. 977 


Provinsiale Administrasie van die Kaap 


die Goeie Hoop 
ERE-MEDIESE AANSTELLINGS 


Aansoeke word ingewag van geregistreerde Mediese Geneeshere 
onder die ouderdomsgrens van sestig jaar vir aanstelling tot die 
volgende pos by die Woodstock-Hospitaal, Woodstock. 

Getal Poste Benoeming 


a Ere-Assistent Oor- Neus- en Keelchirurg. 

Die suksesvolle lid sal vir die onverstreke tydperk van vyf jaar 
aangestel word vanaf 2 Januarie 1954 maar die aanstelling kan 
deur enigeen van die partye beéindig word deur skriftelike kennis- 
gewing van drie maande. 

Die jaarlikse honorarium betaalbaar aan die ere-mediese per- 
soneel voor die een-en-dertigste dag van Maart elke jaar sal be- 
reken word deur die gemiddelde daaglikse getal binnepasiénte 
wat gedurende die voorafgaande kalenderjaar in die hospitaal is 
met £10 vermenigvuldig, met dien verstande dat geen lid van die 
ere-mediese personeel meer as £105 per jaar mag ontvang nie. 

Aansoeke wat melding maak van ouderdom, kwalifikasies 
ensovoorts, moet gestuur word aan die Mediese Superintendent, 
Sentrale Kantoor, Mountainweg, Woodstock, om hom nie later 
as twaalf-uur middag op Vrydag, 22 Oktober 1954, te bereik nie. 

RW no. 977 


Public Service Vacancies 


1. The attention of Medical Practitioners registered with the 
South African Medical and Dental Council is drawn to an adver- 
tisement .appearing in the Government Gazettes of 17 and 24 
September and 1 October 1954, inviting applications for the 
undermentioned posts in the Department of Health. 


sh Post Salary Scale 
District Surgeon, Grade II (Pietermaritz- 

burg and Durban) £1,380 
Medical Officer (Mental Hospital Service) £1,020 x 60—1,380 

2. In addition to salary a cost of living allowance at the rate 
of £234 per annum is at present payable to married officers. 

3. It is emphasised that full particulars of qualifications and 
previous experience must be furnished but original certificates 
and testimonials should not be submitted. Application forms 
(Z. 83 and P.S.C. (8 (a)) are obtainable from the Secretary for 
Health, Pretoria, to whom filled-in forms must be addressed. 


4. The closing date for the i f licati is 
October, 1950 g receipt of applications is the 23rd 
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IMPORTANT NOTICE 


Medical practitioners who intend applying for any appoint- 
ment specified in this notice for which an advertisement 
appears in this issue of the Journal are advised to 
communicate first with the Honorary Secretary of the 
Branch of the Medical Association of South Africa concerned: 


Advertisement: Honorary Medical Officer, Jabula Nursery 
School. 


Branch: Southern Tra 1 8B h, 5, Essel 
Johannesburg. 


Street, 


Provincial Administration of the Cape 
of Good Hope 


HOSPITALS DEPARTMENT 
HOSPITAL BOARD SERVICE : VACANCY 


1. Applications are invited from registered medical practitioners 
for appointment to the following vacant post: 


Application 
Institution Post Emoluments Closing must be 
Date addressed to 
Conradie Medical £720x40— 16.10.54 The Medical 
Hospital, Practitioner, 960 p.a. Superinten- 
Pinelands, Grade B. dent, 
Cape Town (Resident Conradie 
Anaesthetist) Hospital, 
Pinelands, 
Cape Town. 


2. The conditions of service are prescribed in terms of Hospital 
Board Service Ordinance No. 19 of 1941, as amended, and the 
regulations framed thereunder. 

3. In addition to the scale of salary indicated a cost of living 
allowance at rates prescribed from time to time by the Adminis- 
trator is payable to whole-time officials and employees. 

4. The successful candidate, if not already in the Hospital 
Board Service, will be required to submit satisfactory birth and 
health certificates. 

5. Application must be made on the prescribed form (Staff 23) 
which is obtainable from the Director of Hospital Services, P.O. 
Box 2060, Cape Town, or from the Medical Superintendent of any 
Provincial Hospital or Secretary of any School Board in the Cape 
Province. 

6. Candidates must state the earliest date on which they can 
assume duty. 

M129257 


Trawlermen’s Sick Benefit 
Benevolent Fund 


Applications from registered Medical Practitioners are invited for 
posts on a panel of part-time Medical Officers of the above Fund 
for the following areas: Cape Town, Salt River, Maitland, Bell- 
ville, Athlone, Claremont, Wynberg, Retreat, Muizenberg, Simons- 
town, Somerset West. 

Duties to commence | December 1954. Full particulars may be 
obtained from the Secretary of the above Fund, P.O. Box 2416, 
Cape Town. Closing date for receipt of applications is 8 October 
1954. This appointment has the approval of the Medical Associa- 
tion of South Africa. 


and 


LOCUM TENENS WANTED 


Locum tenens wanted Cape Town, December, January, February, 
to assist while each of partners is on leave. Must have own car. 
Afrikaans essential, £3 3s. Od. a day all found plus car allowance. 
Will consider applications for lesser periods. Apply A. W. C., 
P.O. Box 643, Cape Town. 


— 
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GENEES 


KUNDE 


Transvaal Provinci:! Administration 
VACANCIES : TRANSVAAL PUBLIC HOSPITALS 


Applications are invited from suitably qualified candidates for 
the undermentioned posts at Public Hospitals in the Transvaal. 

Applications should be addressed to the Medical Superintendents 
of the undermentioned Hospitals concerned and should contain 
full particulars as to the age, professional and academic and 
language qualifications, experience and conjugal status of the 
applicant and should further indicate the earliest date upon which 
duties can be assumed. Copies, only, of recent testimonials to 
be attached. 

Cost of Living Allowance payable at present to full-time em- 
ployees: 

Cost of Living Allowance 
Salary Married Single 
Over £350 per annum. £352 perannum. £110 per annum. 

Full-time employees receive in addition to their salaries and 

cost of living allowance, the following privileges: 
Leave and rail concession. 

Successful candidates will be required to submit satisfactory 
certificates as also to submit to a medical examination at the 
hospital concerned. 

Application forms are obtainable from any Transvaal Pro- 
vincial Hospital or the Provincial Secretary, Hospital Services 
Branch, P.O. Box 2060, Pretoria. 

The closing date of applications for undermentioned posts 
will be 6 October, 1954. 


Post 


Junior 
Specialist 


Junior 
Physician 


Part-time 
Senior 
Surgeon 


Or 
Part-time 
General 
Practitioner 


Part-time 
Assistant 
Physician 


Part-time 

First Medical 
Assistant 
Part-time 
Second Medical 
Assistant 
Part-time 
Orthopaedic 
Surgeon 


Part-time 
Urologist 


Hospital 
Pretoria 


Pietersburg 


General 
Johannesburg 
and the 
University of 
the Witwaters- 
rand 

do. 


do. 


Discoverers’ 
Memorial, 
P.O. Florida 


Klerksdorp 


Salary 
£1,200 x 50— 
1,500 


£912 p.a. 4 
sessions per 
week 


£820 p.a. 4 
sessions per 
week 


£513 p.a. 24 
sessions per 
week 


£340 p.a. 24 
sessions per 
week 

£150 p.a. 1} 
sessions per 
week 

£205 p.a. 1 
session per 
week 


£205 p.a. | 
session per 
week 


Qualifications 

and Remarks 
Registered 
Medical Practi- 
tioner with a 
higher degree in 
Medicine a 
recommendation. 
Registered 
Medical Practi- 
tioner with a 
higher degree in 
Medicine a 
recommendation. 
Registered 
Medical Practi- 
tioner. Higher 
degree in Surgery 
essential. 


Registered 
Medical Practi- 
tioner. Higher 
degree in Surgery 
a recommenda- 
tion. 

Registered 
Medical Practi- 
tioner. Higher 
degree in Surgery 
essential. 


do. 
do. 


Registered Med- 
ical Practitioner. 
Higher degree in 
Orthopaedic 
Surgery 
essential. 
Registered 
Medical Practi- 
tioner. Higher 
degree in 
Urology 
essential. 


Post 
Anaesthetic 
Registrar 


Aural 
Registrar 
Clinical 
Assistant 


Clinical 
Assistant 
(Anaesthetics) 
Clinical 
Assistant 
(Medicine) 
Clinical 
Assistant 
(Paediatrics) 
Medical 
Officer 


Casualty 
Officer 


Senior 
Resident 
Medical 
Officer 
(Urology) 


Senior 
Resident 
Medical 
Officer 


Senior 
Resident 
Medical 
Officer 
(Surgery) 
Senior 


(Paediatrics) 
Senior 
Resident 
Medical 
Officer 
(Anaesthetics) 
Senior 
Resident 
Medical 
Officer 

(Ear, Nose 
and Throat) 


Hospital 
Coronation, 
Johannesburg 
and the 
University of 


the Witwaters- 


rand 

General, 
Johannesburg 
Vereeniging 


Warmbaths 
Non Acute 
Vereeniging 


Pretoria (2) 


Pretoria 


Far East 


Salary 
£620, 780, 
820, 860 


£620, 780, 
820, 860 
do 


do. 
do. 


do. 
do. 


£620, 780, 


Rand, P.O. 
New State 
Areas 
Boksburg- 
Benoni 


820, 860 


£620, 780, 
820, 860 


Far East do. 
Rand, P.O. 

New State 

Areas 

Vereeniging do 
General, 
Johannesburg board and 
quarters or an 
allowance of 
£120 p.a. in 
lieu of board 
and quarters 
Klerksdorp do. 


Nigel, P.O. 
Dunnotter 
Pretoria 


Pretoria (2) 


Pretoria 


Pretoria 


Pretoria 


Officer 
(Ophthalmology) 


£480 p.a. Plus 


Qualifications 
and Remarks 


Registered 
Medical Practi- 
tioner. Must be 
qualified for at 
least two years. 


do. 
do. 
do. 
do. 


do. 


do. 


Registered 
Medical 
Practitioner. 


Registered 

Medical 

Practitioner. 
do. 


= a4 

do. do. 

do. 
do. 
| 
do. 
do. do. 
Resident 

Medical 

Officer 

> 
= 

Resident 

Medical 
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Qualifications 
Post Hospital Salary and Remarks 


Senior Pretoria (4) do. do. 
Resident 
Medical 
Officer 
(Medicine) 
Senior Barberton 
Resident 
Medical 
r 
Far East 
Rand, P.O. 
New State 
Areas 
Krugersdorp do. 
Nigel, P.O. do. 
Dunnotter 
Vereeniging do. 
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Qualifications 


Post Hospital Salary and Remarks 


Or 
Intern Barberton £240 p.a. Plus 
board and 
quarters or an 
allowance of 
£120 p.a. in 
lieu of board 
and quarters 
Far East do. 
Rand, P.O. 
New State 
Areas 
Krugersdorp do. 
Nigel, P.O. do. 
Dunnotter 
Vereeniging do. - 
Intern Klerksdorp (2) do. ~ 47030 


Provincial Administration of the 
Cape of Good Hope 


(HOSPITALS DEPARTMENT) 
VACANCY : HONORARY MEDICAL STAFF 


Applications are invited from registered Medical Practitioners 
for appointment to the post of Honorary Medical Officer at the 
Caledon Hospital, Caledon. 

The appointment, conditions of service and remuneration 
attached to the post shall be subject to the provisions of the regula- 
tions promulgated under Provincial Notice 553 of 1953. 

Applications must be addressed to the Medical Superintendent, 
Caledon Hospital, Hope Street, Caledon, to reach his office not 
later than 25th September, 1954. K. M. Brower, Medical Super- 
intendent, Caledon Hospital, Caledon. Ist September, 1954. 


Health Board 


ASSISTANT MEDICAL OFFICER OF HEALTH 


Applications on the Board's official application form are invited 
from registered medical practitioners possessing a recognised 
Diploma in Public Health or State Medicine for the post of 
Assistant Medical Officer of Health at a fixed salary of £1,380 per 
annum plus a temporary cost of living at Public Service Rates for 
married persons (at present £234 per annum) and £58 16s. per 
annum for single persons. 

The salary has been approved by the Minister of Health but the 
appointment of the successful applicant is subject to the approval 
of the Hon. the Administrator and the Minister of Health. 

The successful applicant must become a member of the Joint 
Municipal Pension Fund (Transvaal) if eligible. 

Application forms and further details are obtainable from the 
Chief Personnel Officer, Room 222, Maritime House, 153 Pretorius 
Street, (P.O. Box 1341), Pretoria. 

Applications, accompanied by certified copies of not more than 
three recent testimonials, must be submitted to the Chief Personnel 
Officer not later than 9 a.m. on Monday, 20 September 1954. 

H. B. Phillips 


Secretary | Treasurer 


Peri-Urban Areas 


P.O. Box 1341 
Pretoria 
(85/1954) 

1 September 1954 


TO SHARE 


Two General Practitioners offer rooms near Joubert Park consisting 
of large waiting room, two surgeries and three treatment rooms. 
Suitable for Specialist. Phone 44-2864 or 44-2285. 


Provinsiale Administrasie van die 
Kaap die Goeie Hoop 
(HOSPITAALDEPARTEMENT) 
VAKATURE : ERE-MEDIESE PERSONEEL 


Aansoeke word ingewag van geregistreerde geneeshere vir aan- 
stelling in die pos van ere-Mediese Beampte by die Caledon Hospi- 
taal, Caledon. 

Die aanstelling, diensvoorwaardes en _besoldiging verbonde 
aan die pos, is onderworpe aan die bepalings van die regulasies 
afgekondig by Provinsiale Kennisgewing 553 van 1953. 

Aansoeke moet gerig word aan die Mediese Superintendent, 
Caledon Hospitaal, Hoopstraat, Caledon, om sy kantoor nie 
later as 25 September 1954 te bereik nie. K. M. Brower, Mediese 
Superintendent, Caledon Hospitaal, Caledon. 1 September 1954. 


Town Council of Worcester 


VACANCY: CLINICAL MEDICAL OFFICER 


Applications will be received by the Town Clerk, P.O. Box 155, 
Worcester, up to Monday, 20 September 1954, from duly qualified 
medical practitioners for appointment to the vacancy above- 
mentioned. Applicants must state age, marital state, qualifications, 
experience and earliest date on which duty can be assumed and 
must furnish the names of two professional persons for reference 
purposes. A personal statement of health must accompany 
applications. 

The salary attached to the post is £900x£50—£1,150 per annum 
plus a temporary non-pensionable cost-of-living allowance of £200 
per annum for married persons and at the maximum of the statutory 
rate for single persons. The commencing salary within the grade 
will be determined in accordance with the qualifications and 
experience of the successful applicant. Preference in the matter 
of an appointment will be given to applicants with experience in the 
—- of infectious diseases or who hold a Diploma in Public 

ealth 

Leave privileges are subject to the Council’s leave regulations 
and termination of service is subject to one calendar month's 
written notice on either side. 

The successful applicant will be required: 

(a) under the direction of the Council’s Medical Officer of Health 
to carry out the professional duties connected with the various 
mobile and established clinics, hospitals and places of isolation 
maintained by the Municipality of Worcester. 

(b) to serve a probationary period of three months and upon 
confirmation of appointment as the result of satisfactory probation- 
ary service, to contribute to the Worcester Municipal Pension Fund. 

C. Myburgh 
Town Clerk 
(Notice No. 81 /54) 
3 September 1954 
3296 
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Evidence has been building up that salicy- carrying out their own “BERMIDE TEST". Send 
lates (in the BERMIDE formula) act ina similar your card to: 
manner to A.C.T.H. It is interesting to note 
that the report of the treatment of Rheumatic 
Fever published in the British Medical Journal 
(1952, 2, 582) supports this evidence. 

An abstract of this report is now available SUCCINATE — SALICYLATE THERAPY 
in booklet form on request. It should be of 


with all rheumatic disorders. 


particular interest to South African physicians 
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A Mew 


non-trritant 


preparation for ()PS AN 


the prophylaxis 


EYE DROPS 


and treatment 
of infections of the eye 


Because of its unique formulation, Opsan presents all the properties 
of optimal therapeutic concentrations of sulphacetamide and zinc 
sulphate in a stable and non-irritant solution. Opsan offers the follow- 
ing significant advantages : 

NON-IRRITANT Adjusted tonicity and pH. 

EFFECTIVE Powerful bacteriostatic action; increased penetration of tissues. 

LONG-LASTING Viscosity ensures minimal loss due to dilution by tears. 


STABLE Buffered and bactericidal. 


| Sulphacetamide Sodium, B.P. 5% ™/v. 
Zinc Sulphate, B.P. 0.1% */y ina 
buffered pH adjusted, viscous medium. 


In Dropper Bottles of $ fi. oz. (14 ml.) 


EYE DROPS 


B.P.D. (SA) (PTY) LTD. 275 COMMISSIONER STREET, JOHANNESBURG. ID 
P.O. BOX 45, JEPPESTOWN, TRANSVAAL. 
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